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ABSTRACT 
Background: Sexual violence policy frameworks and service delivery models are well defined 
in Kenya. However, little is known about the extent to which different sectors effectively 
work together to ensure survivors receive comprehensive care. The need for a multi-sectoral 
response framework has been cited in the literature. Nonetheless, it is not clearly defined 
what this entails in the Kenyan context.  
Aim: This thesis aimed at reviewing and documenting the processes involved in the delivery 
of services by the different sectors with a focus on patient flow, data systems, community 
perceptions and referral mechanisms The study also aimed to develop an in-depth 
understanding of the factors that influence reporting of cases of sexual violence, provision of 
services and uptake of available services. Also explored were the requisites for a coordinated 
and multi-sectoral approach to sexual violence. 
Methods: This is a cross-sectional study that applied a mixed-methods approach. Qualitative 
interviews were conducted with 23 service providers, survivors and caregivers. The 
quantitative component entailed abstraction of service statistics from records maintained for 
survivors. A total of 1259 records were obtained from two hospitals, two police stations and 
two courts in two counties in Kenya. Key informant guides were used for the qualitative 
interviews, while an Excel data abstraction tool was implemented to capture data obtained 
from service statistics. Thematic analysis of qualitative data was undertaken using NVivo 12. 
The records were analysed using SPSS Version 20.0 The Anderson model (1973) informed the 
interpretation of the qualitative data. Data were triangulated during the analysis across the 
interviews and service records.  
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Findings: Defilement constitute the largest proportion of cases of sexual violence reported 
across different sectors. Poor quality of sexual violence data maintained for survivors across 
different service delivery points presents a difficulty in tracking survivors to examine 
completeness in service uptake. Existent difficulties persist in determining the extent to 
which the different sectors are responsive to the survivor’s need for quality and 
comprehensive services. Survivors--more so female and children--do not have autonomy in 
decision making regarding whether to report a sexual violation meted on them or not. Lack of 
a standardized multi-sectoral referral framework contributes to survivor frustration in 
accessing services due to the multiple referral pathways, costs and time delays involved. 
There is continued reliance on informal community level arbitration of cases despite the 
existing legal provisions in the Sexual Offences Act.  
Conclusion: The Anderson (1973) framework provides a basis for an in-depth understanding 
of survivors’ service utilization related behaviours and decisions. The findings reveal the 
interconnectedness of predisposing enabling and need factors in the context of the available 
services and decision making on what service to take up.  While the health sector and police 
continue to play a key role in response to sexual violence, there still exist gaps that impede 
the comprehensiveness in response. Communities still prefer reaching out to informal 
sources of support. However, there is a disconnect between formal and informal sources of 
support. The need for a multi-sectoral and coordinated approach to sexual violence is critical, 
and its design should be informed by the needs of survivors. Measures should be put in place 
to address enabling factors to service access through training of providers on the 
management of survivors.  This study provides anecdotal evidence to be utilized in informing 
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development and implementation of multi-sectoral models of post-sexual violence service 
delivery models in Kenya and in Sub-Saharan Africa. 
iv 
ACKNOWLEDGEMENTS 
First and foremost, I extend my gratitude to God Almighty for His grace, favour and 
provision throughout this journey. Several hurdles were encountered by me, and this 
achievement would not have been possible were it not for divine intervention. I remember 
the many times I almost faltered, but He ensured that I received support and words of 
encouragement from all and sundry.  All honour, glory and praise to my Lord Jesus Christ for 
His enabling grace and faithful towards this achievement. 
I would like to express my utmost gratitude to my supervisors, Professor Diane 
Cooper {Di} and Professor Lilian Artz. I would not have come this far without their guidance 
and mentorship.  Di, I will always remain indebted to you. Thank you for your patience, your 
guidance, and always giving being there to give me hope, going beyond your supervisory role 
in an effort to make me know it was possible to accomplish this. You both believed in me and 
stood with me in my challenging moments when I could have easily given up. I will forever be 
grateful to you for the extra mile you took to engage the faculty to grant me another chance 
at this after the loss of both my parents, which was a trying moment indeed. This opened my 
eyes to the realization that yours was not just a supervisory role, but a desire to mentor me 
and help me fulfil my potential.  I look forward to being supportive of the people I encounter 
who may be in pursuit of their academic dreams. The thought of the support you gave me 
makes me almost tear up. Thank you! Thank you! I could not have done this without you.  
I’m most grateful to the IAPO office staff for their patience with me and readiness to 
support in the administrative processes-. Adri, Sue, Lindy. I value your contribution, patience, 
and understanding. 
v 
The commencement of this venture would not have been possible without the 
inspiration from my former line supervisor who has over the years become my inspiration 
and role model. Dr. Nduku Kilonzo, if you are reading this, I know you remember the time 
and effort we spent in our small office at LVCT working on your thesis whose findings have 
continued to shape the Post Rape Care programme in Kenya.  It is during those moments that 
the thought of me enrolling for a PhD came into being, and you even guided me on some of 
the possible areas of research I could consider based on the existing gaps. I continue to 
reminisce the brainstorming sessions we had on this and how you even lobbied with the LVCT 
scholarship program for me to receive financial support to enable me to register for this 
program.  I acknowledge the contribution made by Dr. Wanjiru Mukoma, your successor at 
LVCT Health and a former Alumni of UCT who linked me up with Dr. Naeemah Abrahams 
(UCT) who connected me with my primary supervisor, Di Cooper. Without you Wanjiru I 
would not have studied at UCT. Thank you for the role you played in this. 
I would like to extend my appreciation to the staff of the Division of Reproductive 
Health and the SGBV Networks program for their contribution during the conceptualization 
of this study.  
I also gratefully acknowledge the support of the LVCT Health management and 
research team for allowing me leverage on the goodwill the institution had with the two 
health facilities selected for this study. Thank you for giving me time off to defend my 
proposal at the UCT and to collect data. I cannot fail to mention the support, drive and 
willingness to support that I received from the LVCT Health team, particularly, Dr. Jordan 
Kyongo, who has been an encouragement, reminding me constantly of God’s faithfulness, 
especially regarding those who have made it before us. This was explicitly helpful when I 
vi 
vented over the phone about this journey and the work involved.  Reuben and Anne, I am 
most appreciative for your support in sieving through the raw data and contributing to the 
data management. Dr. Cleopatra Mugyenyi, I cannot forget your continuous reminder for me 
to push through with this, for which I’m truly grateful. 
My friend and former colleague, Beatrice Jakoyo, words alone, cannot express my 
gratitude. Thank you for taking time off your work schedule and family to support with data 
collection, transcriptions, and data entry. I recall the numerous trips we made to the County 
offices to obtain study authorisation letters. You even visited some offices without me when 
my schedule would not allow. May God replenish and bless you. I also thank Dr. Leso, Yvonne 
and Ndindi for editing this work. Leso, thank you for being the angel sent to motivate me in 
the last stretch of this work.  
I cannot fail to mention my friend, Mary Valai, for your friendship and readiness to 
read through my drafts. Even in instances when your schedule would not allow, you would 
always be gentle in communicating the same and thereafter keeping me on toes to send you 
the revised bits. Thank you, MV. I will surely return the gesture someday. What more can I 
say? I truly appreciate you. 
I am profoundly grateful to my husband, George Yarah, and siblings who supported 
me throughout this journey.  You supported me in so many ways, allowing me time off from 
my family responsibilities to focus on my studies. You repeatedly asked me of progress made, 
a sign that we were in this task together. My children, Jayson, Jayden and Jenelle, this is our 
success. God is indeed faithful.  I am certain that you were perplexed by the numerous 
occasions that sent you out of my room to allow me to focus on this at the expense of 
spending time with you. It pained me to hear your persistent knocks on my door, and on 
vii 
many occasions, I came home late only to find you asleep. Thank you for your understanding. 
I love you beyond measure.  Now you know that,  while I was pushing you to complete your 
homework and excel in your studies, I would do a self-reflection of my own progress and 
push harder so that I would one day tell you it is not the start that matters but the 
completion, despite the many hurdles one might face-it is not in the falling, but in the rising 
every time, we fall. 
I am equally grateful to the survivors, caregivers, health care workers, policymakers, 
children officers and service providers in shelters for their openness in participating in this 
study. Your insights will go a long way to improve the provision of care to survivors of sexual 
violence. Thank you. 
Finally, this study would not have been made possible without the support and drive 
received from my late parents- my dad, Shem Russell Agesa and mother, Priscilla Olesia. How 
I miss you and the fact that you are not around for us to celebrate this together. But the 
memories of you over the past four years propelled me to this point.  Dear mum, thank you 
for believing in me and instilling in me the value of education. You have contributed to who I 
am today. How I remember the number of times, you were ready to help pay for my tuition 
fees with money given to you by my dad and siblings (ha-ha, I have spilt the beans). How you 
would say, “I’m looking forward to having a Doctor among my children.” Oh! How I wish you 
were both alive to witness this. But so that you know, these words served as an impetus 
towards the completion of my thesis. I LOVE you BOTH. I believe you are rejoicing with me 
wherever you are because your spirit still lives on. I dedicate this thesis to the entire Agesa 
and Otieno family. “Ni ‘Lidiku linene’” – (Loosely translated, “It is a great day”) 
viii 
Contents 
Abstract ________________________________________________________________ i 
Acknowledgements ______________________________________________________ iv 
List of Tables ____________________________________________________________ xi 
List of Figures ___________________________________________________________ xii 
Definition of Terms ______________________________________________________ xiii 
List of Acronyms and Abbreviations __________________________________________ xv 
Chapter 1 INTRODUCTION AND THESIS OVERVIEW ________________________________ 1 
1.1. Introduction ________________________________________________________ 1 
1.2. Structure of the thesis _________________________________________________ 9 
Chapter 2 LITERATURE REVIEW ______________________________________________ 11 
2.1. Introduction _______________________________________________________ 11 
2.2. Global perspectives on the prevalence and impact of sexual violence ___________ 11 
2.3. Reporting and referral of cases of sexual violence __________________________ 20 
2.4. A comprehensive multi-sectoral response framework to sexual violence in Sub-
Saharan Africa ______________________________________________________ 24 
2.5. Effectiveness of the sexual violence service delivery models __________________ 27 
2.6. Documentation and chain of custody of sexual violence  data in Kenya _________ 30 
2.7. Current sectoral specific responses to sexual violence in Kenya _______________ 33 
2.8. The rationale for multi-sectoral responses to sexual violence _________________ 43 
2.9. Multi-sectoral referral pathways for survivors in Kenya ______________________ 47 
2.10. Service delivery flow in access to services by survivors of sexual violence in Kenya 49 
2.11. A theoretical framework for this study: __________________________________ 52 
Chapter 3 METHODOLOGY __________________________________________________ 58 
3.1. Introduction _______________________________________________________ 58 
3.2. Study setting _______________________________________________________ 59 
3.3. Study design and methodology _________________________________________ 66 
3.4. Study population, sampling and recruitment procedures ____________________ 71 
3.5. Data collection approaches ____________________________________________ 76 
3.6. Data management and analysis ________________________________________ 82 
3.7. Reflexivity and Trustworthiness of data (qualitative) ________________________ 86 
ix 
 
3.8. Validity of data (quantitative) __________________________________________ 89 
3.9. Ethical considerations ________________________________________________ 90 
3.10. Conclusion _________________________________________________________ 94 
Chapter 4 QUANTITATIVE RESULTS GENERATED FROM SERVICE STATISTICS ____________ 95 
4.1. Introduction _______________________________________________________ 95 
4.2. Study findings ______________________________________________________ 95 
4.2.1.Distribution of the number of records __________________________________ 95 
4.2.2.Socio-demographic characteristics of the survivors who received care _________ 97 
4.2.3.Survivor reporting patterns for sexual violence __________________________ 102 
4.2.4.Post rape care services offered and documented ________________________ 104 
4.2.5.Documentation of services offered using medico-legal forms to track uptake and 
follow up of survivors _______________________________________________ 111 
4.2.6.Measures in place to enhance maintenance of the chain of Custody _________ 112 
4.2.7.Pathways for trauma survivor entry point into the health care system ________ 113 
4.2.8.Uptake of services from the police station and referral pathways by demographics 
and type of sexual violence ___________________________________________ 114 
Chapter 5 SERVICES OFFERED TO SURVIVORS OF SEXUAL VIOLENCE, REPORTING AND 
REFERRAL MECHANISMS: QUALITATIVE PERSPECTIVES ___________________________ 121 
5.1. Introduction ______________________________________________________ 121 
5.2. SERVICE PROVIDERS PERSPECTIVES ON SEXUAL VIOLENCE __________________ 122 
5.2.1.The characteristics of survivors reporting cases of sexual violence at the health 
facility and police stations ____________________________________________ 122 
5.2.2.Limited knowledge of available services hinders survivor access to services ____ 125 
5.2.3.Multiple factors influence the choice of the first point of reporting of cases of 
sexual violence ____________________________________________________ 126 
5.2.4.Diverse services available to survivors at the health facility _________________ 134 
5.2.5.Health sector collaborates with other sectors in the management of survivors _ 140 
5.3. PERSPECTIVES FROM SURVIVORS ACCESSING PRC CARE AND THEIR CAREGIVERS 142 
5.3.1.Survivors know where PRC services are offered __________________________ 143 
5.3.2.Services offered at a cost are a deterrent to reporting _____________________ 144 
5.3.3.Too many trips made to the hospital and police by survivors ________________ 147 
5.3.4. Fear of infection and assurance of justice are motivators to  reporting to the police 
and/or health facility ________________________________________________ 148 
x 
 
5.4. EXISTENCE OF REFERRAL MECHANISMS AND PATHWAYS FOR SURVIVORS OF SEXUAL 
VIOLENCE ________________________________________________________ 150 
5.4.1.Well defined referral processes within hospitals _________________________ 151 
5.4.2.Variances in the referral pathways and processes ________________________ 154 
5.4.3.Timely referral to hospital for treatment emphasized by police ______________ 155 
5.4.4.Existence of uncoordinated and structured referral mechanisms ____________ 156 
5.4.5.Lengthy court processes a deterrent to service utilization __________________ 162 
Chapter 6: DISCUSSION AND LIMITATIONS _____________________________________ 165 
6.1. Introduction ______________________________________________________ 165 
6.2. Discussion and interpretation of the quantitative findings ___________________ 169 
6.3. Discussion and interpretation of the qualitative findings ____________________ 175 
Chapter 7: CONCLUSION AND RECOMMENDATIONS _____________________________ 192 
7.1. Future research questions ___________________________________________ 193 
APPENDICES _____________________________________________________________ 195 
Appendix 1: A description of sexual offences in Kenya __________________________ 195 
Appendix 2:  National post rape care form ____________________________________ 198 
Appendix 3: Rape trauma counselling form ___________________________________ 200 
Appendix 4: Kenya police medical examination (P3) form ________________________ 201 
Appendix 5: Approval letters for the study ____________________________________ 204 
Appendix 6: Data collection tools ___________________________________________ 212 





List of Tables 
Table 1: Minimum Standards for Providing Comprehensive PRC in Health Facilities .............. 26 
Table 2: Number of respondents interviewed ......................................................................... 75 
Table 3: Data collected by type of tool ..................................................................................... 80 
Table 4: Sample of the study codebook ................................................................................... 84 
Table 5: Example of charting .................................................................................................... 86 
Table 6: Sources of data by service points and data source ..................................................... 96 
Table 7: Sources of data by the service point ........................................................................... 96 
Table 8: Records reviewed by socio-demographics ............................................................... 100 
Table 9: Documented cases of incest and duration of reporting for care .............................. 101 
Table 10: Type of sexual violence documented and survivor knowledge  of the assailant .... 102 
Table 11: Forensic samples collected and documented ........................................................ 106 
Table 12: Laboratory services documented ........................................................................... 107 
Table 13: Prophylactic treatment received by survivors at a health facility ........................... 108 
Table 14 : Provision of PEP and ECP to survivors ................................................................... 109 
Table 15: Clients documented to have received trauma counselling .................................... 110 
Table 16: Multivariate analysis of counselling uptake by sexual violence type ...................... 111 
Table 17: The extent of maintenance of the chain of custody of documentation ................. 113 
Table 18: Pathways for entry into care .................................................................................. 114 
Table 19: Cases captured in the police and court registries ................................................... 115 
Table 20: Referrals within the health facility .......................................................................... 117 






List of Figures 
Figure 1: Types of sexual violence as stipulated on the PRC form ............................................. 5 
Figure 2: An integrated response mechanisms for survivors of sexual violence  ..................... 45 
Figure 3: Referral pathways for survivors  of SGBV in Kenya.................................................... 48 
Figure 4: Client flow pathways for survivors within a health facility  ....................................... 51 
Figure 5:Illustration of the health services utilization model ................................................... 53 
Figure 6: Nakuru county ........................................................................................................... 61 
Figure 7:Kiambu  county ........................................................................................................... 62 
Figure 8: Records reviewed from different data sources (June 2013-June 2014) .................... 76 
Figure 9: Sample coding output ............................................................................................... 85 
Figure 10: Patient flow pathway at the health facility ............................................................ 104 
Figure 11: Proportion of survivors with medico-legal documentation................................... 112 
Figure 12: Survivor referral pathway as obtained from the responses from all the study 
respondents ........................................................................................................................... 153 
Figure 13: Predisposing, enabling and needs factors associated with health-seeking behaviour 





Definition of Terms 
Healthcare Worker - Refers to anyone who within the health sector has undergone health-
related training and has received certification either as a nurse, social worker, clinical officer, 
laboratory technologist, counsellor or as a doctor. This term has in this thesis been used 
interchangeably with the term health care provider. 
Multi-sectoral Approach – This is the holistic inter-organizational and inter-agency efforts 
designed to facilitate collaboration and coordination across key sectors, including (but not 
limited to) health, psychosocial, legal/justice and security. 
Perpetrator-- An individual who has committed a sexual violation 
Sexual Violence - Various terms have been used globally in research, programs and policies to 
describe forced sexual contact. Some of these terms include sexual assault, sexual violence, 
sexual offences, violence against women, and sexual and gender-based violence. In this 
thesis, I adopt the definition by the World Health Organization wherewith sexual violence is 
defined as, “any sexual act, attempt to obtain a sexual act, or other act directed against a 
person’s sexuality using coercion, by any person regardless of their relationship to the victim, 
in any setting. It includes rape, defined as the physically forced or otherwise coerced 
penetration of the vulva or anus with a penis, other body part or object.” Sexual violence in 
the context of this thesis is used to refer to any sexual offence and/or assault that involves 
coerced contact with an individual as defined in the Kenya Sexual Offences Act (No. 3 of 
2006).  
Survivor - An individual who has experienced sexual violence. Within the legal justice system 
in Kenya, the term “survivor” is interchangeably used with the term “victim.” However, 
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generally, the use of the term “survivor” is considered more sensitive, hence its wide 
utilization across the health and social sectors.  Most persons who have undergone sexual 
violence prefer the term “survivor” due to their having overcome the consequences 
associated with sexual violence. The term “survivor” also recognizes the agency of the 
survivor as one who has lived through the ordeal and continues to work towards the quality 
of life.  
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Chapter 1 INTRODUCTION AND THESIS OVERVIEW 
1.1. Introduction 
Sexual Violence has received global recognition as a complex issue that requires 
concerted efforts towards prevention and response. However, despite the complexities 
resulting from sexual violence, few interventions have been undertaken to highlight the key 
ingredients to a strengthened multi-sectoral response framework. This chapter, therefore, 
provides a background about study. Discussed in this section are the various terms used to 
define sexual violence globally, and the legal definition of various forms of sexual violence in 
Kenya. This section further highlights the focus areas under study and the relevance thereof 
towards a strengthened response to sexual violence.  
Sexual violence is prevalent in all countries. Globally, sexual violence is a major global 
human right and a public health concern (Campbell, 2002, Heise et al., 2002, Krug et al., 2002, 
Dworkin et al., 2017). The occurrence of sexual violence is more prevalent in cultures where the 
male gender is regarded as superior based on the prevalent gender norms and socio-cultural 
practices (Kalra and Bhugra, 2013). Worth noting is that the constituents of sexual violence in 
countries differ, however, based on the cultural contexts and particularly the accepted 
definition of “coercion”- a critical component in the WHO definition of sexual violence 
(WHO,2002).  
In Kenya, despite the existence of a Sexual Offences Act (Government of Kenya, 2006) 
and Guidelines for management of survivors of sexual violence that involves multi-sector 
stakeholders (Government of Kenya, 2012; Ministry of Health, 2016), described below, there 
is little evidence on the functionality of this multipronged approach as it currently exists. Key 
to the success of the sexual violence chain of evidence and custody is the capacity of service 
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providers; the implementation of Standard Operating Procedures (SOPs); the implementation 
of an effective package of services, appropriate referral of survivors and action taken by the 
criminal justice system.  The study will contribute to filling gaps in this evidence. 
According to the World Health Organization, sexual violence refers to,  “any sexual act 
or an attempt to obtain a sexual act, unwanted sexual comments, or advances, acts to traffic 
or otherwise directed, against a person's sexuality using coercion, by any person regardless of 
their relationship to the victim in any setting, including but not limited to home and work” 
(World Health Organization, 2002). According to Section 3 (Ranney et al., 2011b) of the 
Kenyan Sexual Offences Act no 3 of 2016 (hereafter referred to as the Act), sexual violence is 
defined as when (a) a person intentionally and unlawfully commits an act which causes 
penetration with his or her genital organs; (b) the other person does not consent to the 
penetration; or (c) the consent is obtained by force or using threats or intimidation of any 
kind (Government of Kenya, 2006). Section 42 of the Act provides that “a person consents if 
he or she agrees by choice and has the freedom and capacity to make that choice” 
(Government of Kenya, 2006b p. 27). In Kenya, the following types of sexual violence are 
included in the Act: rape, defilement, gang rape, sexual assault, sexual harassment, 
deliberate infection with HIV, child trafficking for sexual exploitation, and child pornography 
(Appendix 1 provides a full description of the types of sexual violence as defined within the 
Kenya Sexual Offences Act). This thesis focusses on two forms of sexual violence: rape and 
defilement. 
Rape refers to an act of forced or coerced oral, anal, or vaginal penetration of 
someone aged 18 years and above. It occurs to both men and women (Weiss, 2010; Dartnall 
and Jewkes, 2013; LeMaire et al., 2016). In Kenya, the Sexual Offences Act No. 3 of 2006 
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defines rape to have occurred when one intentionally and unlawfully commits an act which 
causes penetration with his/her genital organs without consent from the other person or 
when consent is obtained through by force or using threats or intimidation of any kind 
(Government of Kenya). Rape is also deemed to occur when the penetration on one’s 
genitalia is done by use of an object.  According to the Act, rape can be committed by either 
males or females. This is contrary to community perceptions that also relate to the Penal 
code1 where it is assumed that its only male persons who could commit rape by virtue of 
their ability to penetrate.  It is also contrary to the reported cases in hospitals and police 
records of males having been coerced into sexual acts by females or males. 
Defilement is a term used according to the Kenya Sexual Offences Act No. 3 of 2006 
refers to an act of sexual penetration or rape with a child (In Kenya, a child is a person below 
18 years). While consent is a key component of the sexual offences Act, it is considered 
immaterial in the case of defilement in Kenya. According to the Sexual Offences Act (TFSOA, 
2013), any sexual encounter with a child is deemed to be a sexual violation given that the 
legal age of consent in Kenya is 18  years. Scholars have applied different terms to discuss 
coerced and non-consensual sexual contact between individuals, such as sexual abuse, sexual 
offences, Sexual and Gender-Based Violence (SGBV) and sexual assault (Omanyondo, 2005; 
DeGue and DeLillo, 2005; Greathouse et al.,2015). However, the underlying meaning of these 
various nuances remains the same. This study would also like to recognize that most data on 
violence captures the other forms of Gender-Based Violence (GBV), namely physical, 
emotional, and economic. In this study, sexual violence, therefore, entails completed or 
 
1 Section 139 of the Penal Code: “Any person who has unlawful carnal knowledge of a woman or girl, 
without her consent, or with her consent if the consent is obtained by force or by means of threats or 
intimidation of any kind, or by fear of bodily harm, or by means of false representation as to the nature of the 
act, or in the case of a married woman, by personating her husband, is guilty of the felony termed rape”. 
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attempted forced sexual contact regardless of the number of perpetrators and age of 
survivor. 
Although the Sexual Offences Act of 2006 clearly outlines what constitutes the 
different forms of sexual violence, there exist limitations with regards to the community 
understanding and perception of what constitutes a sexual violation. In certain communities 
in Kenya, incest is regarded more as a cultural taboo as opposed to a criminal offence. In 
addition, the customary law permits certain practices which in the spirit of the Act are 
classified as rape. For example, in certain communities in Kenya, forceful sex with a widow by 
her in-laws is permitted as an act of cleansing. A widow who declines to undergo this ritual is 
often disinherited and alienated from the family. This conflict between customary and civil 
laws contributes to the gaps in reporting of such cases when they occur due to fear of 
conflict between legal jurisprudence and cultural ethos. Worth mentioning is that the 
definitions of various forms of sexual violence do not also align to the categories of the forms 
of violence listed in the Kenya medico-legal form (also known as the Post Rape Care form 
363). According to the PRC form 363, the types of sexual violence are captured based on the 
body part where the penetration occurred. That is, the “types” of sexual violence listed on 
the PRC form include: anal, vaginal, and oral as illustrated in Figure 1 below. 
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The disconnect in terminologies stipulated within the sexual offences Act and the 
medico-legal data capture tools presents a challenge in the responses made by different 
sectors towards addressing cases reported. It also complicates the referral of survivors from 
one sector to the other due to different terms used to describe the case reported by the 
survivor. This study recognized the multifaced nature of sexual violence that calls for a multi-
sectoral engagement in the management of survivors (Keesbury and Askew, 2010).  
Several efforts initiated globally by many stakeholders, including the World Health 
Organization, seek to address the need for a multi-pronged approach in addressing the 
impacts associated with sexual violence. These efforts revolve around the capacity building of 
service providers; development of standard operating procedures; monitoring and 
evaluation; legal aid, and referral to shelters (Colombini et al., 2008b, UNWOMEN, 2013, 
Sullivan, 2012, Bell and Goodman, 2001, Jewkes, 2014). The need for a multi-sectoral 
response is informed by the impact of sexual violence as it creates significant challenges to 
individuals in their efforts to receive medical, emotional, physical safety, and legal support 
(Colombini et al., 2008a). Globally, the recommended package of services for survivors of 
sexual violence focusses on the management of physical injuries, psychological trauma, 
prevention of unwanted pregnancies, HIV and other sexually transmitted infections, and 
collection of medical-legal evidence (WHO. and UNHCR, 2004, World Health Organization, 
Figure 1: Types of sexual violence as stipulated on the PRC form 
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2003;2004). However, contextualized responses are required in an effort to align 
interventions to the existing policy frameworks. It is important to understand and recognize 
the existing links between the health sector, police and the community as a basis to address 
the complexities surrounding sexual violence (Du Mont et al., 2007). A review of the 
functionality of a multi-agency response to sexual violence in Britain showed that despite the 
existence of clearly defined roles for the different sectors, a disconnect still exists in service 
provision and coordination of the cases attended to by different sectors (Robinson et al., 
2008). The review further showed that conflict in roles discharged by different players 
contributes to the delayed provision of a timely and quality response to survivors. This 
resonates with the Kenyan context where each sector has a defined mandate towards the 
response of sexual violence, thus resulting in delayed referral or survivors who first report to 
the police or vice versa. While the police are keen on ensuring proper evidence is collected 
and preserved, the health providers focus more on clinical management of the survivor due 
to the time specifications within which prophylaxis is to be administered.  In addition, in 
Kenya, there is no ring-fenced budget to support a coordinated response to sexual violence. 
Thus present challenges in the implementation of a multi-sectoral intervention as stipulated 
in the national sexual violence multi-sectoral SOPs (TFSOA, 2013). Efforts have been made 
through Section 47 of the Sexual Offences Act to foster collaboration across various sectors 
(Charillus, 2017). However, In Kenya, there exists a need for strengthened mechanisms to 
enhance cross sectoral referrals as highlighted in a systematic review undertaken by the 
current Kenya current response mechanism. In the review, Muthoni (2019) calls for the 
setting up of a multiagency team at various levels to inform the development of harmonized 
capacity building approaches, common indicators, and collaborative approaches (Muthoni, 
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2019). This is further addressed through this thesis, with a focus on assessing the state of 
uptake of services across sectors.  
In Kenya, the recommended management measures of responding to sexual violence 
include the clinical management of physical injuries arising from the abuse; provision of 
prophylaxis for prevention of HIV and pregnancy; a collection of forensic samples for medico-
legal purposes; trauma counselling, and documentation and results on the laboratory 
investigation on the requisite national tools (Ministry of Health, 2016). The comprehensive 
response to sexual violence, therefore, calls for a coordinated engagement between different 
sectors. Consequently, the justice system in Kenya relies on the evidence obtained through 
the health sector to prosecute cases of sexual violence presented by the police. The 
underlying reason for this is that the health sector plays a critical role in collecting forensic 
evidence and detailed history from the survivors, which constitute an integral part of the 
judicial processes. The appropriate management of the survivors of sexual violence, 
therefore, requires a standardized clinical evaluation and an effective interface with law 
enforcement for the handling of forensic evidence (World Health Organization, 2004; Kilonzo 
et al., 2013; Keesbury and Askew, 2010; Ajema et al., 2011b). However, limited research has 
been conducted in Kenya to understand how the multi-sectoral response to sexual violence 
responds to the needs of survivors.  
In Kenya, studies undertaken have sought to understand practices observed towards 
the medical management of survivors of sexual violence (Ajema et al., 2011b; Gatuguta et al.; 
2018; Ranney et al., 2011b; Ajema et al., 2015). These studies show that survivors do not 
access comprehensive medical management due to delayed reporting, provider attitude, 
weak or delayed inter and intra-facility referrals for survivors (Ajema et al., 2015; Kilonzo et 
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al., 2008a, Kilonzo, 2003; Gatuguta et al., 2018; Wangamati, 2014). In addition, the studies 
demonstrate a limitation on data with regards to the functionality of the referrals 
mechanisms from other sectors; namely: police, child protection or rescue centers, and 
judiciary, to the health sector and vice versa. As a result, there is a need to understand 
survivor experiences in navigating across the health, legal, security and social sectors for 
treatment and support. It is also important to obtain insights into providers’ experiences in 
referring survivors of sexual violence. Relatively few studies have been conducted globally 
and in Kenya on the linkages in the chain of evidence and custody in multi-sectoral reporting 
and referral mechanisms for survivors. This is an important gap that warrants further 
investigation.  
Country policy frameworks in place highlight the need for multi-sectoral response 
mechanisms to sexual violence, given that the multiple needs of survivors cannot be met by a 
single institution. The health sector continues to play a key role in the prevention, care and 
rehabilitation following sexual violence. Access to comprehensive health care and justice, 
however, seems to be limited given the inadequate knowledge by the wider public on 
available services, as well as where and when they can access these services. This is due to 
undefined referral pathways (Ajema et al., 2008; Njuki et al., 2012; Crichton et al., 2008).  As 
is in other countries (Duncan and Western, 2011), delivery of post rape care services in Kenya 
is often siloed (Kilonzo et al., 2009d), with limited focus on enhancing medico-legal linkages 
(Kilonzo et al., 2009a).  No study has been undertaken in Kenya to establish the functionality 
of the multi-sectoral referral pathways stipulated within the existing policy frameworks. 
This thesis reviews and analyses multi-sectoral responses to sexual violence which 
could help inform interventions to enhance the coordinated multi-pronged approach to 
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reporting and referral of cases of sexual violence in Kenya and other developing countries. 
This study sought to understand the role of the health, security, legal and social sectors in 
managing survivors of sexual violence in Kenya. Additionally, this study aimed at highlighting 
the health sector service delivery package and how this affects the referral of survivors for 
both clinical and non-clinical based services. Thus, this study was conceptualized within a 
multi-faceted approach by focusing on the health, police, judiciary and community aspects. 
This study aims to understand service experiences and provision and investigate the 
functionality of the existing multi-stakeholder management of sexual violence survivors in 
Kenya. The objectives of this study were as follows: 
i. To establish the characteristics of reporting rape survivors and current practices 
used by different sectors in managing survivors of sexual violence and reporting 
systems. This was achieved through a review of data at the hospitals, police 
stations and courts; in addition to interviews with providers and survivors 
(including caregivers) 
ii. To explore survivor experiences (and perceptions) in accessing Post Rape Care 
(PRC) services from across different sectors 
iii. To determine current status and gaps of post rape care coordination and 
networking mechanisms across sectors. This was done through a review of the 
data maintained for survivors across different service points. In addition, 
interviews with providers were also utilized to show gaps in current sectoral 
coordination efforts. 
1.2. Structure of the thesis 
The thesis follows a logical sequence as outlined below: 
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Chapter 1:  Provides an introduction, objectives, and an overview of the thesis. 
Chapter 2: Highlights the magnitude of sexual violence as presented in international and 
national literature. This chapter presents current responses--global and national--in 
addressing sexual violence and the gaps hitherto. It also includes an overview of the 
definition of sexual violence within the Kenyan legal framework, current service delivery 
mechanisms, and a conceptual framework underpinning this dissertation.  
Chapter 3: Explains the study methodology. It provides a rationale for the methods that were 
utilised, both qualitative and quantitative. This chapter further shows, a detailed approach to 
the type of and how data were collected, how respondents were recruited, and how data 
was managed and analysed.  
Chapter 4 and 5: Discusses in detail, the main findings generated from this study which 
encompasses is findings from participant interviews, and a review of records maintained for 
survivors at the health facilities, police stations and courts. The findings are presented in two 
different sections, for the qualitative and quantitative data, respectively. 
Chapter 6: Argues the implications of study findings. This chapter also outlines the 
contribution that this thesis has made to the existing body of knowledge on multi-sectoral 
response to sexual violence. It also gives recommendations for future areas of research and 




Chapter 2  LITERATURE REVIEW 
2.1. Introduction  
In this chapter, I examine the magnitude and effects of sexual violence. Response 
mechanisms are discussed, and pertinent literature reviewed. This literature review 
comprises a review of the existing evidence on the multi-sectoral response to sexual violence 
from a National and a global perspective. The chapter presents an overview of the Kenyan 
definitions of sexual violence and the consequences associated with sexual violence as 
presented in global and national literature. Also addressed are the current Kenyan practices, 
including patient flow and referrals, data capture and reporting systems utilized by different 
sectors to manage survivors of sexual violence. This chapter further highlights the previous 
research on the post-sexual violence service delivery models, experiences of survivors in 
accessing Post Rape Care services as well as the gaps in coordinating post rape care across 
different sectors.  
2.2. Global perspectives on the prevalence and impact of sexual violence  
 Globally, sexual violence remains both a public health problem (Dahlberg and Mercy, 
2009; Abramsky et al., 2011) and a human rights concern (Krug et al., 2002; Jewkes, 2002). 
The WHO Global estimates indicate that about one in three women worldwide has 
experienced sexual violence in their lifetime (WHO, 2013; Hall et al., 2014). Prevalence of 
sexual violence as reported from population-based studies vary by region and range between 
6 per cent and 59 per cent (Garcia-Moreno et al., 2006; Devries et al., 2013; WHO, 2013, 
2014). Existing literature demonstrates that 5 per cent to 15 per cent of females in Africa 
experience sexual abuse (Daru et al., 2011). Further studies undertaken by Center for Disease 
Control (CDC) in four African countries revealed varied prevalence rates of 15 per cent in 
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Zambia, 28 per cent Uganda, 29 per cent Nigeria and 51 per cent in Malawi (Swedo et al., 
2019). However, past studies carried out in Sub - Saharan Africa indicate a high prevalence 
rate of  65 per cent (WHO, 2013). In Mozambique, 31% of women report having experienced 
sexual violence in their lifetime (Cruz et al., 2014). Further studies undertaken in Namibia, 
Tanzania and Nigeria have revealed a prevalence rate of between 16 per cent and 59 per 
cent; figures that resonate with other Sub Saharan counties despite slight variations in the 
rates (Kilonzo et al., 2009a). Evidence indicates that more than half of children aged between 
two and 17 years in 96 countries have experienced some form of violence (Hillis et al., 2016). 
Girls are more susceptible to sexual violence than boys. Globally, about one in 10 girls are 
reported to have experienced sexual violence (UNICEF, 2014b). Boys also report experiences 
of sexual violence, but to a lesser degree than girls in both high and low- income countries 
(Stoltenborgh et al., 2011). However, the stigma associated with male violence persists in 
many contexts. Hence, existing evidence highlights under-reporting of cases of male sexual 
violence, due to stigma, either due to the negative provider attitudes or fear of reprisal or 
ridicule from community members. A study conducted in the UK revealed a male to female 
sexual violence reporting ratio of 1:2 cases (Weiss, 2010). However, these statistics in most 
countries are based on population surveys and not focused specifically on sexual violence 
thus may be less than accurate.  
According to the Kenya Demographic Health Survey (KDHS, 2014), 41 per cent and 11 
per cent of ever-married women and men, respectively, aged between 15 and 49 years have 
experienced either physical or sexual violence committed by their spouse/partner. The 
Violence against Children Survey indicated that one in 10 girls (10.7 per cent) and one in 20 
boys (4.2 per cent) had experienced at least one episode of sexual violence in the previous 12 
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months (UNICEF, 2012). The survey also revealed that 32 per cent of females and 18 per cent 
of males had experienced sexual violence before they had reached 18 years of age (UNICEF, 
2012). Studies that were undertaken in Kenya public health facilities indicate that majority of 
survivors reporting for post-rape care services in health facilities are aged below 18 years 
(Ranney et al., 2011a; Wangamati, 2014; Wangamati et al., 2017a). According to the Kenya 
Annual Crime report (2018), there has been a notable increase in cases of sexual violence 
reported in the Country. A total of 7233 cases were reported in 2018 compared to 5492 
cases reported in 2017. Fourteen per cent (14 %) of the reported cases were of rape, and 77 
per cent of defilement, (used in Kenya to define rape of a minor (< 18 years), and the rest of 
unnatural offences, indecent acts and bestiality (NPS, 2019). 
However, there are challenges to establishing the accurate estimates of sexual 
violence, including under-reporting, variances in the definition of forms of sexual violence 
across regions, lack of data capture tools to adequately capture cases reported across sectors 
and regions, and methodological issues in various research studies (Hillis et al., 2016; 
Stoltenborgh et al., 2011). For instance, in certain contexts, studies have relied on self- 
reports by community members of their past experiences of GBV, or retrospective data 
collection to establish those who have even been violated during childhood. These 
methodological issues also flag up issues surrounding recall bias. In most countries, the 
sexual violence estimates are often derived from routine service statistics in data collected 
from cases reported in health facilities, police and/or courts. These reports may be biased 
due to under-reporting as a result of the stigma associated with sexual violence in many 
cultural contexts (Patel, 2011). This is congruent with data obtained through a study in 
Tanzania where non-reporting of cases of sexual violence was linked to the fact that the 
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perpetrator was someone well known to the survivor (Cruz et al., 2014). The data collected 
may also not have been recorded accurately. 
Sexual violence significantly affects the physical, sexual, reproductive, emotional, 
mental and social well-being of individuals and their families (Josse, 2010, Antai, 2011, Peltzer 
et al., 2013).  Survivors of sexual violence are exposed to adverse reproductive outcomes and 
an increased risk of short and long term health-related complications such as increased risks 
of unintended pregnancies (Ikamari et al., 2013; Stephenson et al.,2016), sexually 
transmitted diseases including HIV (Dude, 2011; Mmbaga et al., 2007), and mental health 
problems such as Post-Stress Traumatic Disorders (Ansara and Hindin, 2011; Avdibegović and 
Sinanović, 2006; Pico-Alfonso et al., 2006; Bebbington et al., 2011; Devries et al., 2011). 
Sexual violence also impacts on an individual psychologically or emotionally due to stigma, 
abandonment and discrimination meted on them by their social networks (Deb and Walsh, 
2012; Wangamati et al., 2016). The impact of sexual violence differs in each survivor due to 
their individual uniqueness and the variation in the sexual assault characteristics. 
Consequently, the degree and severity of the health outcomes vary, ranging from minor to 
life-threatening, immediate to chronic (Jina and Thomas, 2013; Buckingham and Daniolos, 
2013). Existing evidence links some of these adverse effects to self-stigmatization, and the 
adaption of harmful behavior such as substance abuse (García-Moreno et al., 2015) 
I expound further below the association between sexual violence and the adverse 
outcomes mentioned above. 
Sexual and reproductive health-related outcomes: Some studies have shown that 
women with experiences of sexual violence are least likely to use contraception (Kaneda and 
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Smith, 2015; Pallitto and O'Campo; 2004; Stephenson et al., 2008). Some of the reasons 
highlighted in past studies include the association of contraceptive use with promiscuity, as 
well as women lacking the autonomy to make decisions regarding their reproductive health, 
to name but a few. Pregnancy-related outcomes have far-reaching long-term psychosocial 
consequences to survivors. In the United States, for instance, approximately 2.9 million 
women have experienced a rape-related pregnancy (Basile et al., 2018). The outcomes of 
such pregnancies vary with some studies documenting that as many as half of these 
pregnancies end in elective abortion (Silverman et al., 2007; Alio et al., 2009; Stöckl et al., 
2012). Others experience spontaneous abortion, while some survivors opt to give up their 
children for adoption (Bruyn, 2003; McFarlane et al., 2005). Similarly, a study in Ontario, 
Canada showed that women with a history of sexual abuse had two times the odds of repeat-
induced abortions (Fisher et al. 2005). Additionally, in a multi-country study by WHO, an 
analysis of data from 17,518 women from 10 countries indicated that women with a history 
of intimate partner violence had significantly higher odds of unintended pregnancies and 
abortion (Pallito 2013). In most countries, particularly in Africa, pregnancies arising from 
incestuous relationships are regarded a taboo, and in some as a curse (Ramakuela et al., 
2016), thus more likely resulting in termination of the pregnancies. Sometimes there is ex-
communication of the survivor or perpetrator, and/or placement of the infant for adoption.  
Mental health outcomes and sexual violence:  Survivors of sexual violence experience 
complex mental health problems. The typical symptoms following rape are recognized in the 
Rape Trauma Syndrome (RTS), first described by Burgess and Holmstrom in 1974 (Burgess 
and Holmstrom, 1974). The wide array of psychological and emotional problems associated 
with sexual violence include depression (Bebbington et al., 2011), sexual dysfunction, sleep 
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disorders, eating disorders, substance abuse, behavioral problems (Jayne and Valentine, 
2016, Chen et al., 2010), suicidal ideation (Devries et al., 2011), Post-Stress Traumatic 
Disorder (PTSD) (Wuest et al., 2007; Chandra et al., 2009; Kmett Danielson et al., 2010; 
Campbell et al., 2009), anxiety  (Salehi Fadardi, 2009), and suicidal tendencies  (Ellsberg et al., 
2008; Eshelman and Levendosky, 2012; Dillon et al., 2013). For instance, 6 per cent of 
adolescent girls in Ethiopia and 15 per cent in Canada who had experienced sexual violence 
were reported to have attempted to commit suicide (Krug et al., 2002). The majority (>90%) 
of survivors of sexual violence report symptoms consistent with PTSD with some starting 
immediately after the violation and persisting for many years after the incident (Jaycox et al., 
2002). Survivors with PSTD tend to be more suicidal (Shamu et al., 2016; Mondin et al., 2016). 
The negative mental outcomes are often linked to community reactions to sexual violence 
which often result in the survivor being blamed for the incident. Some of the mental health 
outcomes discussed above could be either associated with a lack of psychosocial support or 
the stigma associated with uptake of counselling services at the community level. A study 
conducted in the Democratic Republic of Congo revealed that limited uptake of medical 
services is linked to incidences where survivors who sought services were evicted from their 
homes and considered to be a bad omen to the community (Kelly et al., 2012). 
Injuries associated with sexual violence: Sexual violence also results in injuries to 
many survivors (Chivers-Wilson, 2006). Physical injuries could be as a result of physical 
assault inflicted on any part of the body or as a result of forceful penetration resulting in 
injuries in the genital tract or anus (Sheridan and Nash, 2007; Merritt, 2008). The injuries 
often accrue from the survivors being kicked, shoved, slapped, pushed, burnt, scalded, 
harmed with an object, or coerced to have sexual intercourse. Globally, there is evidence of 
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the existing association between sexual violence, bodily harm and genital injuries (Maguire et 
al., 2009; Zilkens et al., 2017a; McLean et al., 2011). Some of the manifestations of injuries 
include bruises - mostly located on the face and limbs, abrasions, lacerations, burns and 
amputation (Alempijevic et al., 2007). Worth noting is that not all cases of sexual violence 
result in physical injuries due to the nature of the relationship between the perpetrator and 
the survivor, the age of the survivor, the nature of the sexual assault, and object(s) used 
during the incident (Zilkens et al., 2017b). Nevertheless, injuries from sexual violence result in 
long term effects, especially those in bodily harm or irreparable anogenital injuries. Evidence 
demonstrates high levels of stigma associated with sexual violence-related injuries such as 
women who suffer from fistula (Onsrud et al., 2008; Dossa et al., 2014). These women are 
often ostracized by their families and society at large (Longombe et al., 2008). In Kenya, 
existing response mechanisms have tried to put in place measures to address resulting 
injuries. However, a gap exists in managing survivors who may not openly disclose to a health 
provider that the injury is linked to an incident related to sexual violence. 
Severe forms of physical injury have been demonstrated in humanitarian contexts 
where women are raped including during post-election violence in Kenya, and wars in 
Northern Uganda and Congo (Liebling et al., 2008; Anastario et al. 2014). In the Congo, 
women reported traumatic gynecological fistulae and genital injury from brutal sexual 
violence and gang rape (Ahuka 2008). A review of medical records from 1615 cases of sexual 
violence reported during the post-election violence in Kenya, revealed a delayed reporting of 
cases of sexual violence for up to one month despite the injuries resulting from the abuse 
(Anastario et al. 2014). Some of the reasons for the delayed reporting include barriers to 
access to the facility due to lack of knowledge regarding immediate access to a health facility, 
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cost-related barriers to accessing health facilities and competing interests to meeting a basic 
need ( Anastario et al. 2014). Reported delays in seeking and obtaining services highlight the 
need for a multi-sectoral approach in order to ensure the survivors receive prompt care.  
Social and economic costs: There are social and economic costs associated with 
sexual violence (Fearon and Hoeffler, 2014; Raghavendra et al., 2017; Peterson et al., 2018). 
These costs occur at multiple levels: individual, community and government (Ellery et al., 
2010) and they are often grouped into two: direct and indirect costs. Direct cost refers to the 
Out-Of-Pocket (OOP) expenses incurred in seeking care and support from hospitals (Jones et 
al., 2006), police stations, judiciary and protection agencies (United Nations, 2005). Indirect 
costs include the value attached to benefits or services a survivor loses for example income, 
costs attached to morbidity, reduced productivity through absenteeism or mental trauma, 
pain, suffering and death arising from the violation, adoption of risky coping behaviors such 
as engaging in drug and substance abuse (Duvvury et al., 2012). However, health care costs 
account for a significant proportion of costs incurred by most survivors across the globe 
(Rivara et al., 2007; Bonomi et al., 2009). The sexual violence-related medical costs include 
costs of treatment, transport costs to and from the health facilities and referrals for long 
term care, including physiotherapy and counselling. A population-based survey undertaken in 
the USA  estimated that the direct costs of responding to sexual violence to be at $265 
million in the USA (Yang et al., 2014). Global evidence approximates the cost of broader 
Violence Against Women (VAW) (which includes sexual violence) to about USD$4 trillion 
(Fearon and Hoeffler, 2014). The costs of violence relative to the Gross Domestic Product 
(GDP) in developing countries range between 1.41 per cent to 3.7 per cent (Ashe et al., 
2016). In Kenya, the  National Gender and Equality Commission (NGEC) approximates the 
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health-related costs to survivors to be USD 165 per incident, USD 530 towards litigation fees 
and $ 850 in court-related fines per case (NGEC, 2016). These costs exclude those related to 
travel and time in moving from one point of care to the other. In Kenya, for example, the 
post-sexual violence services are located in different areas which require survivors to travel 
across different institutions. This not only incurs a cost element but also emotionally draining 
as one is required to narrate their story at each point. 
The social costs arise from survivors (or their caregivers) missing out on their 
livelihood due to poor health and social outcomes, and relocation of residences to reduce 
victimization or threats from the perpetrator (Fearon and Hoeffler, 2014; Ward and Marsh, 
2006). Sexual violence in most countries, including Kenya, is regarded as a criminal offence 
(Government of Kenya, 2006b).  Consequently, survivors who choose to pursue legal redress 
often incur personal costs from reporting to the legal determination of the complaint 
presented within the judicial system (Braun, 2014). The legal costs accrue from the heavy 
burden of responsibility that is placed on the survivor to not only report a violation but 
persevere through the time consuming and emotionally draining judicial processes which 
contribute to further monetary and social costs. In Kenya, lengthy judicial processes also 
weigh heavily on the financial status of the survivors and their families (National Crime Victim 
Law Institute, 2005). This is contrary to the provisions of the Victims Protection Act No.17 of 
2014 which seeks to (a) “ recognize and give effect to the rights of victims of crime; (b) 
protect the dignity of victims (these include survivors of sexual violence), and promote co-
operation between all government departments and other organizations and agencies 
involved in working with victims of crime.” The Act also stipulates that it’s the right of every 
victim to be accorded legal and social services at the State's expense. This situation is not 
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unique to Kenya. Evidence from Sub-Saharan Africa also highlights the social costs linked to 
sexual violence often backed up by customary law. For example, according to the customary 
laws in Kenya, cases of incest and marital rape though recognized in jurisprudence, ought to 
be settled by clan elders as they are considered more of a violation of culture than the 
existing laws. Customary arbitration of cases allows for the survivors and their families to 
receive compensation from the perpetrators as opposed to bringing shame to the family by 
reporting to the police (Freccero et al., 2011). 
2.3. Reporting and referral of cases of sexual violence 
The survivor resilience of post-assault is dependent on the strength of their support 
systems (WHO, 2017). Management of sexual violence requires the involvement of survivors 
both in terms of timely reporting of the case and service providers. Service providers play an 
important role in the identification, management and referral of survivors for the required 
comprehensive care. Evidence confirms that despite the impact on survivors of sexual 
violence, there are some survivors who fail to report sexual violence and do not receive 
medico-legal care (Carretta et al., 2015). Some of the reasons for failed reporting of sexual 
violence include lack of knowledge of where to report, self-blame for the incident (Heath et 
al., 2011), fear of not being believed (Ahrens et al., 2007; Sable et al., 2006), lack of 
understanding on whether the incident amounts to sexual violence, especially when 
committed by an intimate partner and/or close acquaintance (Koo et al., 2015). Delayed and 
under-reporting of cases of sexual violence is an issue of concern in most countries (Saidi et 
al., 2008). A study conducted in the Democratic Republic of Congo among 255 women, 
showed that approximately 45 per cent of the women sought help more than 365 days after 
the assault, and only 4 per cent received the emergency care package for having reported 
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within 72 hours. In addition, the same study highlighted that distance to facilities poses a 
barrier to access with fifty-five per cent of the women reported having taken more than one 
travel day to access services (Kelly et al., 2011; Kohli et al., 2012). A population-based study 
conducted in Sweden on the extent of reporting sexual violence cases revealed that only 5 
per cent to 10 per cent of women who had experienced sexual violence sought professional 
help (HÄLSA, 2014). Self-victimization thus resulting in the adoption of an avoidance behavior 
also contributes to lack of help-seeking on the part of some of the survivors of sexual 
violence (Leiner et al., 2012; Pineles et al., 2011). A capacity assessment of the referral 
mechanisms in place in South Africa’s rape specialists’ centers revealed the existence of a 
defined referral protocol in place that entailed the issue of a standard letter to the survivors 
of sexual violence for onward submission to the referral point. However, the standard was 
not applied as required. In some instances, providers did not give referral information to 
survivors for fear of overwhelming the survivors with information during the initial visit, while 
others expected the survivors to initiate appointments on their own (Gevers et al., 2015). In 
Kenya, no study has been undertaken to establish the operationalization of the multi-sectoral 
referral of survivors, as stipulated in the national policies on the management of sexual 
violence cases. It is unclear whether all providers across different sectors are cognizant of the 
importance of a coordinated referral mechanism and how to make the system efficient and 
sensitive to the needs of the survivors.  
For survivors who seek care, the World Health Organization (WHO) recognizes the 
presence of limited evidence on the functionality of the referral and follow up of cases of 
sexual violence reported in different sectors across many countries (World Health 
Organization, 2013). Globally, it is documented that survivors of sexual violence can either 
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report to “formal” or “informal” system for support (Levy et al., 2016). Formal structures are 
those institutions defined within the government-sanctioned legal and policy frameworks to 
have a key role in addressing sexual violence (Such as police, health, and children's 
department), while informal structures mostly operate at the community level and vary from 
region to region ( for example village administration, religious leaders, clan system,). Other 
informal support often entails disclosing the incident to friends, relatives or religious leaders 
(Sabina and Ho, 2014). There is limited evidence on how survivors navigate the different 
systems to receive care (Gevers et al., 2015). There is a lack of defined reporting and linkage 
between the formal and informal systems of care in Kenya. 
It is worth noting that reporting to either formal or non-formal system does not 
guarantee the survivor of the required help. A New Zealand study undertaken from a general 
population of 965 women revealed that while 75% of them disclosed the violence to 
someone, only 40% of them got the support they required (Fanslow and Robinson, 2010). In 
the same study, not all women who reported to either the police or hospital were adequately 
attended to. This is congruent with a study conducted in the USA which revealed that 
survivors opted to report to either formal or informal networks, with 24 per cent reporting to 
one formal provider. The same population reported having received negative reactions from 
providers upon disclosure (Jacques-Tiura et al., 2010). This is similar to the Kenyan context, 
where survivors do not necessarily get adequately supported when they report to either 
formal or informal sources. For instance, a study conducted in an informal settlement in 
Kenya indicated that 25% per cent of cases were not reported due to fear and in some 
instances, fear of retaliation (Syombua, 2014). In some cases, survivors or their caregivers opt 
to report their case to a local chief since the pathways of support are not clearly defined. 
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Ideally, local administrations are required to refer all sexual violence cases reported to them 
either to the police or hospital depending on their proximity. In most cases involving sexual 
violence in marriage, the offences are resolved through informal networks in accordance 
with the customary law. Kenya customary law subjugates women as a property belonging to 
their husbands. Consequently, any conflict arising from such unions (including those that 
border on sex) is to be determined by clan elders or the local administrators who are often 
men. The reporting of cases of sexual violence to informal networks is contrary to the 
provisions of the national sexual violence guidelines and against the SOA, and children’s Act. 
The National Guidelines indicate that once the incidence occurs, it should be reported to 
either the police or hospital. Therefore, sexual violence is a cross-cutting issue which requires 
a multi-sectoral approach from reporting the issue to its the effective management of the 
issue.  
Available research highlights the need for a further investigation of gaps in referral 
mechanisms for survivors. This is best highlighted by a qualitative study of20 families in South 
Africa in which caregivers reported lack of knowledge of the available treatment and/or 
challenges in taking up referrals due to costs involved or poorly coordinated referrals and 
follow up sessions (Williamson et al., 2017). The same study revealed the need for referral to 
psychological interventions. Further, a study undertaken in Gulu District in Uganda revealed a 
reluctance by some providers to fill the medical forms owing to fear of their being summoned 
in court (Henttonen et al., 2008). The same study conducted in Uganda revealed that only 
one in eight facilities assessed utilized national PRC data capture tools and service delivery 
protocols thus resulting in discrepancies in the drug regimen issued to survivors (Henttonen 
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et al., 2008). Further, studies globally show that provision of poor-quality services is a 
deterrent to health-seeking by survivors (Martin et al., 2007, Smith et al., 2013).  
2.4. A comprehensive multi-sectoral response framework to sexual violence in Sub-
Saharan Africa 
Significant investments have been made by the WHO (WHO, 2013; 2014;2017)  and 
most countries to address the health-related outcomes associated with sexual violence 
(UNWOMEN, 2013; García-Moreno et al., 2015; UNFPA, 2010). The multifaceted 
consequences of GBV have resulted in increased global recognition for the need for multi-
sectoral sexual violence response mechanisms (UN Women, 2013). A comprehensive system 
allows for the delivery of a full range of services and promotes effective linkages across 
institutions involved in the management of survivors (Keesbury and Askew, 2010). According 
to the WHO, the services that should be offered to survivors include the provision of 
prophylaxis, physical examination, retrieval of evidence, management of injuries, 
psychosocial support, referral for non-medical care and documentation of services offered 
(World Health Organization, 2003). A similar package of care is offered in most Sub-Saharan 
Counties, such as Zimbabwe (Sithole et al., 2018). In Kenya, the core components of a 
comprehensive response to sexual violence include clinical evaluation, examination and 
documentation to ensure the survivor receives the correct management of results of the 
investigations undertaken and that these results are well documented. These are: Clinical 
care which entails HIV testing, HIV prevention through the use of Post Exposure Prophylaxis 
(PEP), pregnancy prevention through the provision of emergency contraception (EC), STI 
management; Psychosocial support of survivors to address their mental health needs through 
counselling for trauma; and linkages and referral for further medical, social and/or legal aid 
for survivors (Ministry of Health, 2016). Survivors are to be initiated to HIV PEP as soon as 
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possible and within three days - 72 hours  (Speight et al., 2006); while the non-pregnant 
female survivors(upon a confirmatory negative pregnancy test) and those not on any 
contraceptive method are,  to receive emergency contraceptives within five days - 120 hours 
post assault (Ministry of Health, 2016; Muia et al., 2000). However, a different Post Rape 
Care (PRC) package is outlined based on the level of the facility in the country, as illustrated 




Table 1: Minimum Standards for Providing Comprehensive PRC in Health Facilities2 
 Minimum Standards for 
Medical management of 
survivors 
Reporting/recordin





All health facilities 
without a laboratory 
(public and private) 
• Manage injuries as much 
as possible  
• Detailed history, 
examination and 
documentation (refer for 
HVS, PEP/EC, STI)  
• Fill in PRC form in 
triplicate  
• Maintain PRC 
register  
• Please ensure 
that the survivor 
has a copy of the 
PRC form and 
takes it to the 
laboratory 
• A trained nurse 
All health facilities 
with a functioning 
laboratory (public and 
private)  
 
• Manage injuries as much 
as possible  
• Detailed history, 
examination and 
documentation 
(including HVS)  
• Ideally, 1st doses of PEP/ 
EC should be provided 
(even where follow up 
management is not 
possible)  
• Where HIV Testing and 
Counselling (HTC) 
services are available, 
provide initial counselling  
• Fill in PRC form in 
triplicate  
• Maintain a PRC 
register  
• Maintain a 
laboratory 
register  
• Referral to 
comprehensive 
post rape care 
facility  
• A trained nurse 
and/or a clinical 
officer  
• A trained counsellor 
(where counselling 
is offered) 
All health facilities 
with HIV, ARV or a 
Comprehensive Care 
Clinic (CCC) where 
Antiretrovirals (ARV) 
can be monitored 
(comprehensive post 
rape care facilities can 
be provided) (private 
and public health 
facilities) 
• Manage injuries as much 
as possible  
• Detailed history, 
examination and 
documentation  
• Provide emergency and 
ongoing management of 
PEP  
• Provide EC  
• Provide STI prophylaxis 
or management  
• Provide counselling for 
trauma, HIV testing and 
PEP adherence  
• Fill in PRC form in 
triplicate  
• Maintain PRC 
register  
• Maintain a 
laboratory  
register  




• One medical or 
clinical officer 
trained in ARV/ PEP 
management 
• One trained 
counsellor (trauma, 
HIV testing and  PEP 
adherence 
counselling)  
• Laboratory for HIV 
and HB testing  
• Preservation of 
sperms from HVS 
specimen 
 




Evidence shows that the multi-faceted effects of sexual violence cannot be 
adequately addressed through a single sector.  Hence the need for collaboration and 
coordination across various sectors - health, social services, legal and security sectors (Ward 
and Marsh, 2006, Kilonzo et al., 2013; UNICEF, 2003). This is because survivors of sexual 
violence require services from each of these at various given times (Undie et al., 2012).  
2.5. Effectiveness of the sexual violence service delivery models 
Different service delivery models have been tested globally towards a strengthened 
sexual violence response (Keesbury et al., 2012). These include one-stop center service 
delivery models in South Africa, ‘Thuthuzela centers’ located in public hospitals, where 
medico-legal services are provided within a centralized location (UNICEF, 2009), Rwanda’s 
Isange one-stop center located within the Kigali Police hospital where psychosocial, medical, 
police and legal services are offered to survivors of sexual violence (Cousins, 2019), 
Mozambique one-stop models where clinical services are offered alongside police, legal, and 
psychosocial support services in public health facilities (Gennari et al., 2016). One-stop 
centers also exist in Malawi, Malaysia, Namibia and Bangladesh (Colombini et al., 2008b). An 
evaluation conducted in Malawi of the existing one-stop centers revealed no initial significant 
association between increased client satisfaction--with services received including health, 
social welfare, police or counselling and--judicial case outcomes including arrests, or 
conviction of the perpetrators after the introduction of the one-stop service (Mulambia et al., 
2018). In a qualitative study conducted in Malaysia on the functionality of a coordinated One-
Stop Centres (OSCs) response to sexual violence, it was established that the success of this 
model is dependent on well-structured service provision infrastructure, trained personnel 
and effective implementation of policies (Colombini et al., 2012). The study further revealed 
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the limited financing attached to the functionality of the OSCs as a barrier to service 
provision, especially in instances where sexual violence is not a priority in most facilities in 
comparison to other health issues, such as HIV (Colombini et al., 2012). It was established 
that the OSCs did not guarantee the provision of care to survivors due to reasons that include 
non-prioritization of sexual violence. There were gaps in data capture, service provision and 
the multiple roles expected of staff who needed to provide services in other departments as 
well as for sexual violence in OSCs. There were also staff shortages, especially in lower-level 
facilities with few specialists, which in turn presented challenges in inter-departmental 
referral and coordination (Colombini et al., 2012). This study points out that while the OSC 
model is ideal for a coordinated response to sexual violence, its operationalization is pegged 
on buy-in from the hospital administrators to ensure sufficient allocation of resources for 
service provision. In Tulsa, Oklahoma, the proposed OSC model of care recommends that the 
OSCs are located in close proximity to the emergency department in order to enhance 
coordinated response while maximizing the available staff in the emergency department. The 
emergency departments operate 24 hours a day, have adequate and diverse skilled providers 
and sufficient budgetary allocations (Littel, 2001). However, there is a need for further 
analysis of the effectiveness and satisfaction of one-stop models. 
The second model known internationally is one where services are integrated within 
different departments within a public health facility. The integrated service delivery points 
also attend to patients presenting with non-sexual violence-related health concerns, and they 
are closer to the majority of the populace in comparison to the one-stop models in order to 
maximize the scarce resources and reduce on attrition of survivors from care  (Kelly and 
Reagan, 2003). The services offered include health, legal, welfare and counselling services in 
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one location. The integrated model is the most commonly used approach in Sub Saharan 
Africa in which most GBV medical and counselling services are offered in health facilities, and 
survivors are referred to the police thereafter (Chingumbe, 2018).  The same model is being 
utilized in Zambia with the exception that in that Country, the emergency contraceptives are 
dispensed by the police before survivors are referred to the health facility (Keesbury et al., 
2012; Undie et al., 2012). In Mozambique, the Post- GBV care centers are either stand-alone 
or are located within police stations (Gennari et al., 2016). However, both models call for a 
strengthened referral of survivors for comprehensive care, support for specialized health 
care and legal aid (Colombini et al., 2008b). A systematic review of the health sector response 
to sexual violence undertaken revealed the need for context-specific models of services 
delivery based on available resources and provider competencies (García-Moreno et al., 
2015).  
In Kenya, varied service delivery models are presently being utilized to deliver post 
rape care services (Kilonzo et al., 2009c). These include one-stop gender-based violence 
recovery centers where clinical, counselling and paralegal services are centralized in one 
geographical location within a health facility. Services in the recovery centers are offered by 
providers drawn multi-sectorally from the health sector, police and judiciary (Temmerman et 
al., 2019). However, only three such centers exist in the whole country due to the high 
personnel and infrastructural requirements required to set up such facilities. Under the 
integrated model, clinical and forensic post rape care and counselling services are offered 
from different service delivery points in both public and selected private facilities. Referrals 
are thereafter made to the police for further judicial follow up. In comparison to 
Mozambique and South African integrated models, where the referral pathways across 
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departments are well defined, in Kenya, the intra-facility referral differs per facility based on 
the outlay of the department and their location within the facility. A comprehensive response 
to sexual violence is, therefore, lacking in Kenya, and there are consequently calls for 
research to be conducted to establish whether these are well-defined referral pathways of 
reporting and evidence collection for survivors.  Whereas there are defined Guidelines 
governing the response to sexual violence, there is limited research that has been 
undertaken in Kenya drawn from data generated from different sectors assessing the state of 
referral of survivors. In addition, this study also sought to bring to fore the gaps in current 
Kenya model that could help inform a coordinated response. 
2.6. Documentation and chain of custody of sexual violence data in Kenya 
The key national data tools utilized in the management of sexual violence include the  
Post Rape Care (PRC) form, a rape trauma counselling and,  the Kenya police medical 
examination form (also referred to as P3 ) to document the history and evidence obtained 
from survivors, and services offered (Ministry of Health, 2016). In addition to offering clinical 
management and psychosocial support, health providers are required, first and foremost, to 
document their findings in the Post Rape Care (PRC form). The PRC form is filled in triplicate 
for each survivor of sexual violence. The original forms are forwarded to the police, a 
duplicate copy is given to the survivor, while the third remains in the facility. The PRC form 
captures the client’s socio-demographic information; details of the assault-type, date of the 
assault, time of occurrence, perpetrator/s (if known), and location of the incident; contact 
information of the survivor, date and time of examination, number of perpetrators, sex and 
age, location of the incident, and whether or not condoms were used. Other information 
collected include date and time of the report to police, date of presentation at the health 
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center, evidence and samples obtained from survivors, the treatment offered; referrals made 
to other health and non-health related services. Additionally, information on significant, 
relevant medical or surgical history, physical examination results, forensic evidence, genital 
examination, and psychological state of the survivor is captured by the form, as well as the 
chain of custody including name and signature of the attending health provider and the 
police officer who collects the forms from the hospital upon completion by a health provider. 
The information captured on the PRC form is also entered into the health facility SGBV 
register which captures the survivor’s socio-demographic information, the date of the assault 
and date and time of reporting to the health center, time taken to report incidence, contact 
details, as well as details of the assault, tests conducted, results of these tests, treatment and 
the counselling schedule maintained for each survivor, referral status and follow up details 
including dates of the next appointments.  The SGBV register is utilized to record all visits 
made by the survivor, and the services offered. 
On a monthly basis, the provider is required to summarize the PRC data from the 
SGBV register onto the SGBV monthly form. This is meant to capture the key indicators for 
reporting this information through the Kenya Health Information System (KHIS) data portal 
for all health-related data. These indicators include a summary of survivors seen in a facility, 
the number presenting within 72 hours, the number initiated on various treatments including 
HIV PEP, the number tested for HIV and those who tested HIV positive, as well as those who 
became pregnant. The P3 form, on the other hand, is only issued to survivors who report the 
assault to a police station, and it is filled in by both the police and the health providers. The 
documentation filled in for survivors’ forms serves as part of the evidence presented in court 
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by health care providers in instances where survivors want legal action taken against the 
perpetrator.  
Despite the clearly outlined process, healthcare providers still face challenges in the 
management of sexual violence survivors. A study on the challenges experienced by service 
providers in the delivery of medico-legal services to sexual violence survivors in Kenya 
indicated that quality of services offered is often compromised due to delayed reporting by 
survivors either from the community or the police. Survivors take long to report, in addition 
to providers not adequately documenting services offered to help inform the package of care 
to be provided across the different departments (Ajema et al., 2011). To date, there is limited 
evidence supporting the extent to which quality of PRC can be strengthened through 
improved documentation of services offered to survivors.  
A review of PRC records conducted in one of the largest referral hospitals in Kenya 
revealed significant gaps in the utilization of the PRC forms (Kuria et al., 2013). These gaps 
ranged from lack of complete documentation of service offered to lack of understanding or l 
mechanisms to link the facility data with the police data and other sectors where the sexual 
violence cases were reported to. This thesis, therefore, provides insights into the status of 
PRC documentation in county-level facilities across the chain of evidence which constitute a 
majority of health facilities in Kenya. Findings from this study will help bring to fore measures 
to be put in place to enhance the quality of PRC documentation across sectors. 
Although the medico-legal process for the sexual violence has been well outlined in 
the National Guidelines for the management of survivors of sexual violence, there is evidence 
that the interface between the medical and legal sectors has been neglected. There is a gap 
between the documentation of evidence by various service providers across the chain of care 
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hence difficulty in establishing uptake of cross-sectoral referrals made (Ajema et al., 2008). 
Similarly, there is a poor attitude from police and insensitivity by law enforcement officers 
who do not investigate and effectively prosecute the perpetrators (Onyango, 2008). 
Additionally, survivors have over time reported insensitivity in the criminal justice system, 
which is often portrayed in delayed or lack of prosecution of the perpetrators and dismissal 
of cases by the court (Onyango, 2008). These findings highlight the need to strengthen the 
medico-legal aspect in the management of sexual violence. 
2.7. Current sectoral specific responses to sexual violence in Kenya 
The sexual violence response mechanisms in Kenya hinge on the legislative 
framework which includes the Constitution of Kenya in which basic human rights have been 
enshrined, the national sector-specific sexual violence-related guidelines, and other legal 
statutes such as the Sexual Offences Act which outlines the various forms of sexual violence 
(Government of Kenya, 2006b).  The Sexual Offences Act medical treatment regulation 
(2012)  dictates that PRC services be offered at no cost (Government of Kenya, 2012), and 
the Witness Protection Act (2006) provides mechanisms to enhance the safety of survivors 
and vulnerable witnesses (Government of Kenya, 2006a). According to the National 
Guidelines for the management of sexual violence in Kenya 2014, the enrolment of a survivor 
into care ought to commence immediately in accordance with the different sectoral policies. 
These sectors include:  
The Health System: The health sector plays a key role in the provision of clinical and 
psychosocial care to survivors of sexual violence and subsequent referral for legal aid and/or 
protection (Bott et al., 2004). The WHO guidelines prioritize violence against women as a 
health priority (WHO, 2013). A study by Bonomi et al. revealed higher utilization of health 
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services by abused women in comparison with non-abused women due to the mental trauma 
and other ill-health outcomes associated with abuse (Bonomi et al., 2009, García-Moreno et 
al., 2015). The motivators behind preferred reporting to health facilities first include 
prevention of STI/HIV infections through receipt of timely prophylaxis, the need to have 
forensic evidence retrieved and analyzed in a timely manner, in addition to securing the 
necessary reports for judicial proceedings (Melek et al., 2006).   
Consistent with this practice, many studies have highlighted the critical role played by 
the health sector in addressing sexual violence-related consequences (Tsai et al., 2016). In 
Canada, a study on the help-seeking practices in a sample of 1167 survivors identified the 
health sector as the most preferred source of support, followed by the police (Ansara and 
Hindin, 2010). A study conducted in rural Uganda associated the health sector with the 
provision of psychological first aid to address mental outcomes associated with sexual 
violence (Tsai et al., 2015). This also resonates with an assessment done by UNFPA in India 
that revealed the key role played by the health sector in the identification of cases of abuse 
and provision of appropriate management of injuries and other GBV related symptoms 
(Melek et al., 2006). However, weak referrals to mental health services within the health 
sector was documented in a study conducted in South Africa (Williamson et al., 2017). This 
study further highlighted the important role played by caregivers in supporting children who 
had been violated. However, caregivers from the 20 households interviewed in the same 
study indicated difficulty in supporting their children through therapy either due to costs 
involved, distance to the hospital or the presence of poor follow-up mechanisms. The 
importance of a strengthened health sector and combined response to sexual violence has 
been documented in a study conducted in Congo that revealed the importance of integration 
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of sexual violence services in primary health care (Casey et al., 2011). Although the three 
studies in rural Uganda, India and Congo clearly highlight the importance of the health care 
system in addressing sexual violence, a multi-sectoral approach will be required to holistically 
address sexual violence issues. 
The health sector response is not different in Kenya, where institutions to which cases 
of sexual violence are to be reported are outlined in the National sexual violence guidelines. 
However, in Kenya, the choice of where to report first is mostly made by the survivor based 
on the proximity of the facility to where they geographically are and/or the services offered. 
The services offered differ from one level of care to the other based on the provisions within 
the policy frameworks, staffing, infrastructural provisions and available equipment. For 
example, the health package offered at the level one, which comprises the community, 
involves identification and referral of survivors to the nearest health facility by community 
health volunteers. The next level comprises health centers and dispensaries that can only 
offer an immediate first dose of Post Exposure Prophylaxis (PEP), Emergency Contraceptives 
(EC) and manage injuries before referring a survivor to the county and sub-county hospitals. 
The County and referral hospitals in addition to offering the package of care offered at the 
lower levels also undertake forensic examinations, complete medico-legal forms, undertake 
laboratory investigations,  offer trauma counselling, and refer the survivor to the police for 
legal aid and investigations ( See Table 1 above for the staffing and service expectations for 
each level of care). These differences highlight the fact that comprehensive help should be 
sought from National referral hospitals, County and Sub-County hospitals where post rape 
care is provided (MoH, 2014), by providers who have been trained on management of 
survivors of sexual violence and with the presence of a well-equipped and functional 
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laboratory to undertake clinical and forensic investigative tests ( see Table 1 above for a 
further explanation on the service package per level of facility).  The health sector is usually 
the first point of reporting for most survivors (Wangamati et al., 2017b). This is important 
because medical care is provided to manage injuries if any, provide first aid, HIV post-
exposure prophylaxis, Emergency Contraception and STI treatment. The role played by the 
health sector is not limited to providing health-related services but also linking survivors to 
other sectors for legal aid and social support (García-Moreno et al., 2015, UNFPA, 2015). The 
health sector is integral to the provision of health-related services, documenting evidence 
critical for judicial processes and linking survivors with institutions that offer social support 
(Kamimura et al., 2013), rehabilitation and legal redress (Decker et al., 2018). Hence the 
importance of enhanced quality of data collected by the health sector and the need for a 
functional referral pathway for survivors, evidence and data collected. Consequently, some 
countries including Kenya (TFSOA, 2013), Zambia (Government of the Republic of Zambia, 
2010), Malawi (Government of Malawi, 2014), Liberia (Gender-Based Violence Interagency 
Taskforce, 2006) and the Philippines (Ministry of Health, 2012), have in place in theory at 
least, multisectoral GBV  guidelines (Keesbury and Askew, 2010). The health sector also plays 
a critical role in facilitating the collection of forensic evidence that is key for instituting 
criminal proceedings against perpetrators (Kilonzo, 2008).   
Legal Sector: The Government of Kenya has developed legislative frameworks that 
include:  (i)The Sexual Offences Act of Kenya (TFSOA, 2013) which provides for the definitions 
and penalties of the various unlawful sexual acts (Government of Kenya, 2006),. In addition, 
there is (ii)The Children’s Act, Revised Edition 2012  which provides for the rights, protection 
and care of children; (iii) The Witness Protection Act, 2006  also previously mentioned which 
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provides for the protection of witnesses in criminal proceedings; (iv) The Criminal Procedure 
Code, Revised Edition 2012 (National Council for Law Reporting with the Authority of the 
Attorney-General, 2012); (v) The Evidence Act 2014; and (vi) The Bill of Rights as enshrined in 
Chapter Four of the Constitution, 2010 (National Council for Law Reporting with the 
Authority of the Attorney-General, 2014; National Council for Law Reporting with the 
Authority of the Attorney-General, 2012).   
The Kenyan SOA has existed for the past 12 years, providing guidelines for the 
defining and criminalizing sexual offences and establishing regulatory measures for handling 
cases of sexual violence. However, recent studies show that many Health Care Workers 
(HCWs), community leaders and police officers, who handle matters regarding sexual 
violence, remain ill-informed of the provisions of the Act. For instance, a study conducted in 
Kenya by Wangamati revealed that providers lacked requisite knowledge on the 
management of sexual abuse cases and that most facilities did not have copies of the 
required policy frameworks to inform service delivery (Wangamati et al., 2017a). It also 
appears that service providers do not always provide quality and/or standardized services to 
survivors of sexual violence who present themselves for care in the different institutions 
(Wangamati, 2014). This may not be specific to Kenya as evidence was obtained in an 
assessment that was undertaken on the quality of services in three clinical forensic medical 
services in South Africa., which revealed discrepancies in the provision of therapy either due 
to non-uniformity in the application of National Guidelines, and/or lack of the required 
support from management (Skosana, 2016). 
38 
 
Criminal justice system3: In many jurisdictions, the police are the custodians of the 
evidence collected by the health care workers and the gateway into the criminal justice 
system for survivors of sexual violence (Du Mont, 2007).  Survivors are required to report to 
the police station in order for them to be able to receive comprehensive medical-legal care 
and the P3 form, a legal document filled in at the health facility. Survivors who first report to 
the police stations are issued with an Occurrence Book number and in some instances, a P3 
form subject to its availability. Where the P3 form is not available at the police station, the 
survivors get referred to where they can obtain copies of the same, mostly by downloading 
from the police website through the use of cyber cafes neighboring the police station. The 
survivors are thereafter referred to the hospital for a medical examination, evidence 
collection and documentation on both the PRC and the P3 forms. The police are required to 
collect original copies of both the filled in PRC and P3 forms from the health facility for 
onward case progression to the court (Shako and Kalsi, 2019a). 
A comparison to other countries highlights challenges which are similar to what is 
experienced in Kenya with a focus on legal proceedings and redress. For instance, in Sudan, 
the law bars health care providers from attending to such cases until a report is made to the 
police (Abuelgasim, 2018). Hence survivors who fail to report to the police in order to be 
issued the requisite legal form, miss out on receiving medical care. A study in South Africa 
showed that 85 per cent (n=3515) of survivors did not receive the full package of medico-
legal care due to non-disclosure of a sexual violence incident to the police (Meinck et al., 
2017). A study conducted in Columbia revealed that survivors’ failure to report to the police 
was due to the fear of retaliation from perpetrators (Wirtz et al., 2014).  However, in Uganda, 
 
3 The criminal justice system herein includes the police and the legal sector 
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while cases are reported to the police, a majority of these cases do not end up in court. 
Reasons for this include community member bypassing the legal system either due to fear of 
being stigmatized by police or community, costs involved in travelling to the police station or 
paying a certain fee in order for a case file to be opened, lack of skills by police in collecting 
evidence, and the inability of the police to visit the crime scene or health facility to collect 
evidence or doctor’s report (Liebling-Kalifani and Baker, 2010). 
Evidence shows that the arrests are more likely only when the perpetrator is well 
known in comparison to a stranger, as demonstrated in a study conducted in the USA 
(Pattavina et al., 2016). Whilst the police represent a very critical point in response to sexual 
violence, data obtained by the Human Rights Watch on the atrocities committed during the 
Kenya 2017 electioneering period, suggests few cases of sexual violence get reported to the 
police (Human Rights Watch, 2017). There are a number of reasons for Kenyan survivors not 
reporting sexual violence to the police. These include embarrassment, fear of revenge from 
perpetrators or their family, protracted legal processes, and shame associated with sexual 
violence (Wolitzky-Taylor et al., 2011; Cohn et al., 2013; Human Rights Watch, 2017). A study 
utilizing a mixed-methods design using qualitative and quantitative methods study conducted 
among 50 women who were survivors of sexual assault in a Kenyan informal settlement 
revealed that only 25% of them reported the assault to a police station while the rest opted 
to report to a health facility or Non-Governmental Organizations (Syombua, 2014). A similar 
study revealed negative survivor experiences with the police who at times ridicule, verbally 
abuse, and dismiss cases of sexual violence reported to them (Wangamati et al., 2016). 
The police are supposed to serve as the liaison between the health sector and the 
judicial system and are required to investigate all cases of sexual violence reported to them. 
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Contrarily,  the Human Rights Watch in Kenya revealed hesitance by police to investigate 
cases of sexual violence perpetrated specifically by fellow police officers (Human Rights 
Watch, 2017). Evidence from other developing and developed countries show reluctance by 
police to pursue criminal matters, particularly sexual violence cases reported to them with 
limited corroborative evidence, due to a variety of reasons (Wentz and Keimig, 2019). In 
South Africa, the unwillingness by the police to pursue cases of sexual violence is linked to a 
desire by the criminal justice system to demonstrate a reduction in crime rate, and the lack of 
mechanisms in place to guarantee complainants of their safety (Holton et al., 2018). In 
Tanzania, the existence of corruption amongst the police force has been documented as a 
deterrent to reporting of cases of sexual violence (Abeid et al., 2014). A study conducted in 
the US revealed a high probability of sexual violence-related arrests only in instances where 
there was strong corroborative evidence, whether forensic or physical (Tasca et al., 2013).  
Community roles and response mechanisms: Socio-cultural norms are a key 
influencer to the use or non-use of violent behaviors by individuals (World Health 
Organization, 2009, Laisser et al., 2011; Kalra and Bhugra, 2013; Mannell et al., 2018). A study 
undertaken in Tanzania linked the occurrence of sexual violence with gender inequality and 
negative forms of masculinity (Laisser et al., 2009). In the case of sexual violence, community 
structures 4have been documented to play a key role either as enablers or barriers to 
reporting of sexual violence cases to the police or health facility (Syombua, 2014; Mannell et 
al., 2018). There are variations and similarities in how communities in other countries handle 
cases of sexual violence compared to Kenya. For instance, in Uganda, evidence obtained from 
 
4 The community sector includes national and international non-governmental organizations Cruz, G. 
V., Domingos, L. & Sabune, A. 2014. The characteristics of the violence against women in Mozambique. Health, 
6, 1589., community-based organizations (CBOs), religious organizations, traditional Healers, youth 




male survivors of sexual violence shows that cultural taboos around male sexual violence 
impede reporting by male survivors (Schulz, 2018). According to the survivors, the culture of 
silence around male violence contributes to the non-reporting of cases. In addition, one is 
not considered to be masculine if they report that they were violated. In Tanzania a 
qualitative study documented that most cases of sexual violence get resolved through local 
arbitration mechanisms owing to the normalization of GBV, a result of the patriarchal society 
and existing gender inequalities that favor men (Muganyizi et al., 2009). Another study 
carried out in Tanzania showed that survivors do not obtain justice for cases reported to law 
enforcement as the law enforcers refer survivors to community leaders for local arbitration 
between the survivor’s family and the perpetrator (Abeid et al., 2014). In Liberia, preferences 
for community resolution of rape cases is associated with corruption in the judiciary system, 
the perception that formal structures are not reconciliatory in nature, and fear of 
stigmatization by the community and/or service providers (Isser et al., 2009; Medie, 2013). 
Further, a study conducted in Harare, Zimbabwe, associated the non-reporting of cases of 
sexual violence to limited awareness by community members of the available services 
(Sithole et al., 2018). While in Ethiopia, the non-reporting of sexual violence in intimate 
partner relations was linked to fear of stigmatization by the community (Abeya et al., 2012). 
The gaps in community response mechanisms also corroborate previous research conducted 
by Freccero et al. (2011), who discussed the taboo associated with discussing matters of sex 
and sexuality in most cultural contexts in Kenya. Furthermore, a qualitative study conducted 
in Kenya revealed that the gender inequalities and harmful practices associated with sexual 
violence, such as victim-blaming and ostracization of survivors were barriers to reporting for 
care (Wangamati et al., 2018). The stigma associated with sexual violence poses a challenge 
in the effective responses that involve the community. This thesis, therefore, documents 
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current reporting patterns of sexual violence in Kenya from a survivor and a community 
leaders’ perspective. The objective is to provide evidence on how multi-sectoral referral 
mechanisms can be enhanced while being cognizant of the socio-cultural sensitivities around 
sexual violence in Kenya and broader Sub-Saharan Africa. 
In an effort to help address distance as a gap in access to service delivery, a mobile 
outreach service delivery approach targeting vulnerable women in rural communities with 
health services including those GBV related was piloted in Northern Kivu, Congo. In this 
model, mobile clinics were taken to various sites in six villages and 772 patients, 85 per cent 
who were survivors of sexual violence were offered the services and referred for further 
specialist care. A review of this model showed that while 72 per cent of the survivors 
returned for the first follow up visit, there was a significant drop to 7 per cent and 3 per cent 
for the second and third follow up respectively. In addition, these services were mostly 
accessed by women aged above 20 years. Those aged below 20 years reported not accessing 
care for fear of being ostracized by their future in-laws or being labelled promiscuous (Kohli 
et al., 2012). While mobile clinics help breach the immediate gap in inaccessibility of services, 
they do not address long-term gaps in PRC service provision such as enhanced follow-up and 
retention to care, and improving service utilization by children and adolescents who form the 
majority of survivors of sexual violence in most countries.  
In Kenya, the community plays a key role in sexual violence with a focus on 
identification of perpetrators, encouraging the reporting of sexual violence-related cases, 
referral of survivors for care, and preservation of the evidence at the scene of the crime 
(Shako and Kalsi, 2019b). However, there is evidence of limited awareness in the community 
on how to preserve the crime scene. Certain cultural taboos contribute to tampering with 
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evidence, especially in incestuous related cases of sexual violence, in order to protect the 
perpetrators (Syombua, 2014). Available evidence shows instances in which the local 
administration and opinion leaders compromised cases of sexual violence reported to them 
either due to lack of knowledge on the provisions of the Sexual Offences Act and the health-
related services available or due to them having been bribed by the perpetrator or their 
family (Ajema et al., 2011b; Kilonzo et al., 2009b). The commission into the inquiry of post-
election-related violence in Kenya reported instances where local leader’s inaction to cases 
led to delayed or no reporting of cases to the hospitals or police stations (Waki, 2008). 
In Kenya, there is documented evidence that survivors who fail to receive support 
from community structures most often report to the police and/ or hospital as their last 
resort (Odero et al., 2014). Some of the survivors choose to report at a facility that is quite a 
distance from their community due to fear of stigma thus impeding their ability to adhere to 
treatment needed (Odero et al., 2014). This trend greatly increases survivors’ vulnerability to 
HIV/STI infection, unwanted pregnancies, and in some extreme cases to death due to lack of 
timely reporting and referral for post-rape care. Community health volunteers (CHVs) play an 
important role in the management of survivors of sexual violence. Research shows that CHVs 
often form the first point of reporting of cases in the community by virtue of their being the 
community’s own resource persons (Gatuguta, 2018). However, limited evidence exists on 
the referral pathways from the community structures or CHVs to either the police and/or 
hospitals.  
2.8. The rationale for multisectoral responses to sexual violence  
Survivors of sexual violence, as shown in the previous sections, have multiple needs 
and require a variety of services, hence the need for them to engage with different sectors 
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for health, safety, and legal redress. The multi-consequences of sexual violence often require 
survivors to navigate through the health, social and legal systems, which might result in 
attrition to care or delayed uptake of services. There is a global recognition for a system 
based holistic response to sexual violence through coordinated efforts of actors and sectors 
which respond to the multi-faceted needs presented by survivors of sexual violence (Jewkes, 
2016; World Health Organization, 2017). However, there is limited evidence on the extent to 
which systems and services are coordinated and provided for, for these multi-faceted needs. 
A systematic review of global evidence through the Lancet series on the state of health sector 
response to violence against women underpins the need for coordinated referral and follow 
up mechanisms of survivors (García-Moreno et al., 2015). The review further highlights that 
while the survivor entry point to care is varied, there is the need for coordinated survivor 
centered care, as outlined in Figure 2 below. The review outlines the key components 
essential for a coordinated response to sexual violence. For purposes of this study, the critical 
component revolves around the need for systematic protocols that govern service delivery 
and referrals within and across sectors. A coordinated response is also dependent on the 





Figure 2: An integrated response mechanism for survivors of sexual violence 5 
A review of the Sexual Assault Nurse Examiners (SANE)  program in the USA 
highlighted that their role could enhance a timely and coordinated survivor-centered 
response (Littel, 2001). However, the review pointed out the need for an enhanced 
collaborative engagement from community structures, through community sexual violence 
advisory boards and other formal structures. In addition, it was recommended that the 
 
5 *Adapted from Garcia Moreno, et al (2014) on health sector response to violence against women (García-
Moreno et al., 2015) 
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location of the service delivery points within the health facility should be informed by 
measures that will enhance survivor safety, ease of movement and timely referral to other 
health services in departments that should be close to each other. A qualitative study carried 
out in three public health facilities in South Africa, explored the personal experiences of 
sexual assault survivors to understand the facilitators of, and barriers to the uptake of follow 
up care. The study found that patients missed out on the complete package of care due to 
the failure by health care providers to integrate mechanisms to facilitate follow up of 
survivors of sexual violence. Negative perceptions, based on other survivors or survivors’ 
personal prior experience of police, judicial and health care systems, were further barriers to 
follow-up care, highlighting the need for coordinated referral and follow up mechanisms for 
survivors across sectors (Holton et al., 2018). Also, the study indicated that providers place 
more emphasis on HIV prevention for those who test negative and place limited focus on the 
need for comprehensive follow up for mental and physical health-related needs. Similar 
evidence from Malawi revealed survivor loss to follow up was a result of poor coordination 
between departments and actors involved in the provision of PRC services (Mulambia et al., 
2018). This mixed-method study targeted both survivors and guardians to child survivors to 
explore their experiences with care at Blantyre One-Stop Centre at Queen Elizabeth Central 
Hospital. The study findings showed that the fear of HIV infection was a strong reason why 80 
per cent (n=107) patients returned to the facility for HIV follow up test three months after 
the assault. However, the study showed difficulties in determining the correct referral 
pathways for child survivors due to failure by providers to document cases attended to and 
referred for further care (Mulambia et al., 2018). Evidence drawn from South Africa on the 
uptake of mental health-related services by survivors revealed the lack of an integrated 
service delivery model as the reason for client failure to follow up and uptake of counselling 
47 
 
services. In addition, counselling services are to be offered over a long period ranging from 
months to years; hence the need for long term follow up to facilities often run by NGOs. 
However, cost implications associated with access to services offered by Non-Governmental 
Organizations (NGOs) remains a barrier to access (Abrahams and Gevers, 2017). This 
resonates with the Kenyan context where counselling visits are scheduled at visit one and 
thereafter at three and six months after the sexual violence assault, more so for those tested 
HIV negative (Gatuguta et al., 2018). The follow-up visits are mainly linked to confirmation of 
one’s HIV test and level of adherence to PEP. 
2.9. Multi-sectoral referral pathways for survivors in Kenya 
Mechanisms meant to foster the implementation of a multi-sector referral of 
survivors and follow up of referrals made have been outlined in the Kenya multisectoral SOPS 
for prevention and response to sexual violence (TFSOA, 2013). However, there is a lack of 
systematized referral protocols across the different sectors that need investigation. This 
makes it challenging to facilitate the delivery of standard comprehensive care to survivors. 
This disconnect between different sectors has resulted in inconsistencies in services accorded 
to survivors; duplication of efforts by stakeholders, and frustrations faced by survivors in 
having to access services that are spread out in different offices (Kilonzo et al., 2013).  The 
referral pathway for survivors differ from sector to sector and are also influenced by the 
survivor’s first point of reporting-community, police or health facility. In a study conducted in 
Kenya, the need for cross-sectoral integrated approaches to referrals was noted (Kilonzo et 
al., 2009c). However, this gap persists despite efforts to address this through the formulation 
of a multi-sectoral Standard Operating Procedures for sexual violence in Kenya.  
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Figure 3 below indicates the pathways taken by survivors who can either directly 
report to a health facility, police or community. Community resource persons who include 
community health volunteers, paralegals, and local leaders, assist the survivors and seek legal 
redress as well as refer the survivor to hospital.  
Figure 3: Referral pathways for survivors of SGBV in Kenya6 
 
The police utilize the filled in P3 form and original copies of the PRC form and 
evidence obtained for survivors to commence investigations as illustrated in Figure 3 above. 
The police, therefore, serve as an important link between the hospital and the prosecution. 
The judiciary besides playing a role in the legal determination of cases also links the survivor 
with the social department to enable them to receive the required support, protection and 
 
6 Source: Multisectoral SOPs for prevention and response to sexual violence, Kenya 
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re-entry back into the community to avoid community hostility once the perpetrator is 
incarcerated.   
2.10. Service delivery flow in access to services by survivors of sexual violence in 
Kenya 
Within the public health facilities, survivors are often required to navigate across 
several service delivery points which are spread out in different locations - laboratory, 
outpatient, counselling, care clinics and pharmacy to access various components of PRC 
services. Upon entry in a hospital, the survivor presents themselves at casualty or emergency 
department for physical examinations, history taking, injury management, prophylaxis, and 
documentation. Thereafter, based on the condition of the survivor, they are referred to the 
laboratory for sample taking and analysis; to the counsellor for immediate psychological first 
counselling then back to casualty for determination of the treatment plan. The survivor is 
then sent to the pharmacy to get the necessary medication, as indicated in Error! Reference 
source not found. below. A follow-up plan is drawn up before the survivor is advised to report 
to a police station of their choice for legal action. However, it is not clear what methods 
should be used to refer survivors from one department to the other within the health facility. 
This is due to the lack of standard PRC related referral tools for use within the health facility, 
as well as outside for legal support. Furthermore, a centralized approach to service delivery is 
a key determinant to the reduction in costs of access, of time spent in accessing services and 
high attrition during care-seeking due to complex referral pathways that are not clearly 
understood by all. 
The web of referrals within a health facility is a hindrance to survivors receiving 
comprehensive care.  A study in South Africa revealed that the rate of referral of survivors at 
the emergency department is often dependent on the provider’s “mood” on a particular day. 
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Also, not all providers that feed into the survivor referral pathways across the different 
sectors have been trained on PRC which result in delays in initiating care upon receipt of a 
case, or lack of knowledge on what service to offer and where else to refer the patient 
(Gihwala, 2016). In a qualitative study conducted by LVCT Health in Kenya, in two public 
health facilities, survivors cited frustrations such as having to narrate their complaint to 
providers as well as having to queue at each of the service delivery points, they were 
referred. In addition, the service delivery points within the facility were found to be between 
20 to 50 meters apart hence strenuous for survivors, having just suffered a sexual violation to 
move between the service delivery points. This is particularly the case for child survivors who 
were accompanied by elderly caregivers (Kiruki et al., 2017).   
According to the National guidelines on the management of sexual violence, all health 
facilities are required to display a poster outlining the client flow for survivors of sexual 





Health facilities in Kenya are required to provide signage to guide survivors on which 
is the first department to report their complaint to upon presentation. In most cases, this is 
the Outpatients Department (OPD) t. Hospitals are also required to have a service charter on 
the walls of each department together with an outline of available services, waiting times 
before being attended to and the cost associated with each service. This should include 
information on cases where there is a waiver associated with a service, such as PRC. 
Figure 4: Client flow pathways for survivors within a health facility  
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However, in practice, and in some facilities, no posters illustrating the pathway of care are 
displayed at the OPD. This results in survivors’ inability to determine the different service 
delivery points they are required to visit (Kiruki et al., 2017).  The posters are important for 
survivors who do not wish to narrate their ordeals at the hospital front desk, which often do 
not offer privacy to patients and are manned by providers not necessarily trained on PRC 
case identification and referral. Worth noting is that even in facilities where the referral 
pathways are displayed, they are only comprehensible to patients who can read English. The 
posters are yet to be translated into other local languages by the Ministry of Health. There 
are also no posters showing referrals to and linkage mechanisms for survivors required to 
access services outside the health facility. It is therefore left to the discretion of the provider, 
who has this information, to share the same with survivors. No study has been undertaken in 
Kenya to examine the efficiency in the referral pathways and processes with a focus on the 
different sectors involved in the management of sexual violence.  
2.11. A theoretical framework for this study:  
The study was informed by the Anderson health utilization model (Andersen and 
Newman, 1973; Andersen, 1995). This model provides a framework for the determination of 
factors that contribute to an individual’s use (or non-use) of health services. According to this 
model, three key factors play a significant role in influencing health-seeking behavior. These 
include i) predisposing factors which entail an individual's socio-cultural characteristics and 
social structural factors. Examples of predisposing factors include age, sex, marital status, 
education, attitude towards services and values towards seeking help; ii) enabling factors – 
refers to the resources available to the individual to facilitate access to services. Examples 
include time and money; and iii) need factors which revolve around an individual's own 
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perception of their health status and the need to seek help.  This model is illustrated in Figure 
5below. 
 
Figure 5:Illustration of the health services utilization model7 
Based on the health utilization model,  this study focused on four key parameters-  
social norms that hinder or facilitate reporting of cases of sexual violence, organization of the 
PRC service infrastructure (from a survivor’s perspective), individual behavior ( both survivors 
and providers) in navigating through the various services, and structures in place to facilitate 
the provision of comprehensive care. 
Social factors and norms have been cited for contributing to the occurrence of sexual 
violence, such as gender inequalities and poverty (Akmatov, 2010).  Evidence shows that 
children from poor families are at higher risk of sexual violence, as some are compelled by 
their socio-economic status to trade their bodies for food or enter into early marriage to 
 
7 *Source: Adapted from Analysis of health service utilization of migrants in Beijing using Anderson 
health service utilization model 
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older men (Wangamati et al., 2018, Goodman et al., 2009). In addition, the social 
construction of acceptable behaviors also fuels the occurrence of sexual violence or serve as 
a deterrent to report. For example, most communities promote negative forms of male 
masculinity, that is, male entitlement to sex and limited consideration to matters of consent.  
This is exacerbated for those in intimate partner relationships (Hillis et al., 2016). Research in 
Low and Middle-Income Countries (LMICs) highlight the continued vulnerability of children 
and women to sexual violence (Stoltenborgh et al., 2011; UNICEF, 2014a; Decker et al., 
2015). Consistent with prior evidence, women and children in Kenya are at increased risk of 
sexual violence (NPS, 2019). Social norms around sexual violence played a key role in 
influencing survivor behavior towards reporting a sexual violation.  Community and an 
individual’s perceptions towards a given occurrence of sexual violence determine their 
response, i.e. whether to seek help or remain silent. Evidence from sub- Saharan Africa 
associates non or delayed reporting of sexual violence with community beliefs that 
“normalize” sexual violence, consider it a taboo to discuss sexual matters with strangers or 
report cases of abuse perpetrated by relatives or persons well known to the family (Tran et 
al., 2016). This, in turn, contributes to missed treatment opportunities by survivors who 
present for care beyond the stipulated timelines.  This study established that the continued 
late reporting of survivors for care, is either due to stigma associated with rape, or fear of 
being victimized by either the community, perpetrator or service providers. Similarly, a study 
conducted in Kenya highlighted a ‘culture of silence’ as a major influence on the decision 
taken by survivors on whether to report a violation or not (Plummer and Njuguna, 2009).  
Organization of services: How the services are organized is another important 
determinate of the utilization of sexual violence related care. Organization of services 
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comprises the accessibility and service layout of the various departments involved in the 
provision of care. Within the context of sexual violence, survivors interact with providers 
drawn from the health, as well as their interaction with the police, legal, social sectors in their 
pursuit for medico-legal services and psycho-social support. Survivor entry points into care 
are defined at the facility level and the National guidelines whose applicability is further 
determined by the level of the facility. In most countries, survivors access PRC services 
through defined departments where the service package is well defined (Muthoni, 2019; 
Gevers et al., 2015). Each of these institutions has varied approaches to their operations with 
a focus on hours within which services are offered, documents filled in for each case, costs 
associated with access, and client movement from one office to the other. Varied models of 
PRC service delivery have been expounded in section 2.4 of this thesis.  However, limited 
evidence exists of evaluations that have been undertaken to assess the effectiveness of 
models of delivery.   
An individual’s behavior: Another critical component to the model applied in this 
study is the survivor’s behavior as a determinant for the uptake of services.  An individual’s 
perception of a problem determines their health-seeking behavior (Cornally and McCarthy, 
2011).  An individual’s resolve to seek help is informed by circumstances that are unique to 
the situation at hand, and their demographics which determine their decision-making power 
as to whether to seek help and from which source. Help-seeking can, therefore, be seen as 
planned behavior that is defined by the issue at hand. This framework allows for an 
examination of an individual’s behavior in order to generate meaningful conclusions on their 
reasons for seeking care or otherwise, their adherence to the treatment plan and measures 
in place to either prevent the occurrence of the problem or reach for support. In the context 
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of sexual violence, a provider’s behavior and attitude towards a survivor also plays a key role 
in influencing the latter’s health-seeking behavior.   
Structural considerations in health utilization:  The structural component to service 
delivery is highly interrelated to the other components. Structural mechanisms to sexual 
violence response play a significant role in enhancing survivor access to services. In most 
countries, there exist both formal and informal institutions where survivors can report a 
sexual violation. The informal systems are those based within the community. This lends itself 
to understanding the formal structure that supports or hinder assistance or help-seeking.  
This study focused on seeking to understand the formal structures to report cases of sexual 
violence. The focus was placed on the establishment of the first point of reporting of cases of 
sexual violence, processes undertaken in referring a survivor from one department or 
institution to the other, services offered, and the documentation maintained for each case. 
The national multisectoral guidelines on the prevention and response to sexual violence 
provide illustrative referral pathways for each sector in the Kenyan context. Despite this, 
limited evidence exists on the extent to which these frameworks aid in a better patient 
encounter with service delivery. One study conducted in Kenya showed that services in 
certain health facilities are only offered between 8 a.m. and 5 p.m. on weekdays, and 
survivors who report outside this schedule are forced to seek help elsewhere. Structural 
barriers contribute to delays in access to treatment and/or efficient client flow within 
departments hence high attrition.  
In applying the health utilization model within the context of sexual violence, 
strategies that enable different sectors to engage in the management of cases from a 
primary, secondary and tertiary perspective need to be examined (Basile, 2015, Spivak et al., 
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2014, McMahon, 2000). Evidence from Kenya shows that response to sexual violence 
requires survivors to access care from different entry points- health, legal, and/or 
community, rather than there being a comprehensive approach involving different levels and 
strategies (Gatuguta et al., 2018, Freccero et al., 2011).  However, no study has been 
conducted to establish the functionality of the multi-sectoral pathways in Kenya, a gap in the 
evidence. 
Different studies have employed the Anderson model. A study conducted in Ethiopia 
on the utilization of antenatal care services applied this model, from which certain 
comparisons can be drawn with this study (Tesfaye et al., 2018). The Tesfaye (2018) study 
sought to identify enabling factors and barriers to utilization of factors that either facilitate or 
hinder the utilization of Ante-Natal Care (ANC). This study used the model to establish 
current practices in the utilization of PRC services and influencing factors on report for sexual 
violence, medical, legal, psychosocial support. The Ethiopian study similar to this intended to 
link utilization of services with predisposing factors, such as age, marital status, and 
education; enabling factors such as availability of resources; and need factors like attitude 
towards the service and knowledge of pregnancy-related complications.  
The application of the Anderson model may also provide a framework on which 
future studies on sexual violence may be hinged upon. This can provide a holistic 
understanding of the factors influencing utilization of PRC services and a determination of the 





Chapter 3 METHODOLOGY 
3.1. Introduction 
This chapter describes the study research approach and explains the methodology 
used (Creswell and Creswell, 2017). Delivery of post-rape care services in Kenya is undertaken 
by different sectors, hence the need to ensure observance of a continuum of care and the 
importance of a multi-sectoral approach (Kilonzo, 2007; Kilonzo et al., 2009b; Keesbury et al., 
2012). The interconnectedness of the various sectors necessitated an examination of the 
management of survivors of sexual violence beyond the health sector to establish how the 
various sectors influence the delivery of comprehensive services, including how referrals for 
survivors are made. Understanding how different sectors provide care is important as these 
have a greater impact on the quality of care received and/or offered (Zungu et al., 2010). The 
qualitative component of the study recruited participants from the health sector, police, 
social services and judiciary to help understand the complexities involved in the delivery of 
services, the facilitators, hindrances and gaps in the delivery of services and how to enhance 
coordination in service delivery. In order to understand the complexities pertaining the 
referral of survivors, the study interviewed survivors of sexual violence (or their guardians) to 
help understand their experiences in navigating through the medico-legal system and upon 
taking referrals given. The quantitative component of the study involved an analysis of 
records maintained for survivors of sexual violence accessing services from these sectors. 
The chapter provides a detailed description of the methodology used in this study 
with a focus on the study design; study sites, data collection and sampling approach, 
respondents, data management and analysis, and the ethical considerations. In this chapter, I 
also reflect on my own position in the study.  
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3.2. Study setting 
This section describes the sites where the study was conducted.  
i) Country Profile 
Kenya is located in East Africa and has an estimated population of 47 million, with an 
average population growth of 1 million per year (Kenya National Bureau of Statistics (KNBS), 
2019). Its economic growth, according to the World Bank, stands at an average of 5 per cent 
(Kenya National Bureau of Statistics, 2016). There are two national languages that are used in 
Kenya, English and Kiswahili, amongst several other tribal dialects. Kenya’s economy is mainly 
agriculture driven.  
In 2010, Kenyans voted in a new system of governance enabling devolution of powers 
from National to County governments. Under this new system, functions originally 
discharged by the Central government were transferred to Local Authorities, commonly 
referred to as Counties. There are 47 Counties each having county Governments constituted 
by County Assemblies and County executives. For this study, I targeted two Counties, for 
research, namely the Kiambu and Nakuru Counties. Kiambu County is adjacent to the 
northern border of Nairobi County and has a population of 1,623,282 people (Male - 50.2 %, 
Female - 49.8 %) (KNBS, 2010). The Kiambu county is predominantly rural with the people in 
the county being agriculturalist and engaging in small-scale businesses. Kiambu has four 
County hospitals, one of them being Gatundu county referral hospital, a site selected for this 
study (Kiambu County, 2001). 
Nakuru County is the fourth largest county in Kenya after Nairobi, Kiambu, and 
Kakamega. It is predominantly urban with a population of 1,603,325. Naivasha town, which is 
located 90 km North-West of Nairobi, is one of the administrative divisions of Nakuru County 
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and has a population of 181,966 as per the 2009 census. Naivasha is located on the highway 
linking Kenya to Uganda and other central Africa Nations, resulting in a huge inflow of human 
traffic. It is a cosmopolitan town and an area of tourist attraction due to its geographical 
features. The majority of the population is involved in subsistence and commercial 
agriculture, energy generation, small-scale trade, dairy farming, flower farming, and 
commercial enterprises. Naivasha also plays host to people from different ethnic 
communities. It has three County hospitals, three Sub-County hospitals, 115 dispensaries, 43 
health centers, and other private health facilities. Naivasha County hospital is one of the 
County level five health facilities in this county. 
The two Counties were selected given their proximity to Nairobi County, where I was 
based at the time of conceptualization of this study.  In addition, I had previously worked 
with the County Health Management Teams (CHMTs) in the two health facilities as part of my 
day-to-day support towards a strengthened GBV response in the two counties. I, therefore, 
considered the two sites due to the limited cost implication during data collection, and this 
also enabled buy-in from the teams. Furthermore, the two counties were among the first 
three counties where the first integrated post rape care service delivery model was launched 




















ii) Study sites 
This study was implemented in two County-level five hospitals (Naivasha and Gatundu 
County hospitals), two law courts (Naivasha and Gatundu law courts), and two police stations 
(Naivasha and Gatundu police stations).  Also reached were shelters for vulnerable children 
within the study catchment area. This was critical in order to ensure a holistic understanding 
of the multi-sectoral care accorded to survivors within the same catchment area. The 
subsequent sections provide a detailed description of each of the study sites. 
a) Health facilities 
Health facilities in Kenya are classified into six tiers (Level 1-6). Each health strata offer 
a defined package of services. Level one constitutes of community services; level two, 
dispensaries and clinics; level three, health centers and maternity and nursing homes; level 
four, sub-County hospitals; level five, County referral hospitals; and level six, national referral 
and teaching hospitals 
This study was undertaken in two (2) government health facilities which fall under 
level five-county referral hospitals (i.e. county referral hospitals), that offer standard 
comprehensive PRC.  The standard PRC package, according to the Kenya National Guidelines 
entails the availability of trained PRC healthcare providers, who engage in history taking, 
forensic examination, evidence collection and documentation processes. =It also constitutes 
a trained trauma counsellor and a laboratory that can carry out HIV, hemoglobin, liver 
function, creatinine, and pregnancy tests  (Ministry of Health, 2016).  
The two health facilities included in this study were: 
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Naivasha County-level five referral hospital:  It is located in Nakuru County, and it’s a 
Level five facility in accordance with the health structure. The hospital serves a population of 
about 546,978 drawn from Naivasha town and its environs. The hospital is accessible mainly 
by road and serves patients from all walks of life. It offers PRC services, emergency first aid 
services, counselling HIV care and treatment, reproductive and maternal health services, 
community integrated management of childhood illness, physiotherapy, occupational 
therapy, tuberculosis diagnosis and management, laboratory, X-ray and inpatient services. 
The facility has a bed capacity of 247.  It operates 24 hours; seven days a week. Naivasha 
County Hospital began offering PRC services in 2005 and the facility records attendance of 
approximately 177 survivors in a year.  It provides comprehensive PRC services offered by 
Medical Officers, Clinical Officers, Nurses, Laboratory Technologists, Pharmacists and 
Counsellors. 
Gatundu County-level five referral hospital:  It is located in Kiambu County, 70km 
from Nairobi, and serves a population of about 423,000 drawn from Gatundu and its 
environs. The hospital is accessible mainly by road and serves patients with all manner of 
medical needs. It is a Level five facility in accordance with the health structure. Patients, 
including survivors of sexual violence access this facility mostly by use of public means of 
transport which include motor vehicles and or motorcycles. The hospital has a 162-bed 
capacity. The facility offers similar clinical, psychosocial, medico-legal services to those in 
Naivasha County hospital. It operates 24 hours, seven days a week. Comprehensive Post-
Rape Care (PRC) services have been available in this facility since 2007, and it records 
attendance of approximately 65 survivors annually.  These services are offered by Medical 
Officers, Clinical Officers, Nurses, Laboratory Technologists, Pharmacists and Counsellors. 
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b) Police stations 
In Kenya, a rape incident is considered a crime against the State. The police are 
required in law to investigate all criminal cases of sexual violence reported to them. In the 
context of sexual violence, the police are mandated to act in accordance with the Sexual 
Offences Act, 2006 (Government of Kenya, 2006b) to investigate cases reported to them, 
prepare case files and charge the perpetrators in court. In terms of documentary evidence 
for cases of sexual violence, the police record all sexual violence-related complaints reported 
at police stations in the occurrence book. They also issue survivors with a P3 form which is a 
legally authorized medical form and accompany the survivors to the hospital for purposes of 
obtaining the required evidence that is collected by the health care providers. The police 
officers likewise play a key role in transferring forensic evidence to the national Government 
chemist for any additional analysis required. Two police stations, namely Naivasha Central 
and Gatundu police stations located within a radius of less than 20 km from the two facilities 
were purposively sampled for this study. Most survivors attended to in the two health 
facilities sampled for this study get referred to the sampled police stations to lodge sexual 
violence-related complaints in addition to being issued with a P3 form to be filled in by a 
medical provider.  
c) Law courts 
Two law courts in close proximity to the police stations were sampled. They included 
the Naivasha Principal and Gatundu resident magistrates’ courts. In Kenya, the judiciary is 
tasked with a key role in upholding the provisions of the Constitution of Kenya, safeguarding 
the rights of the abused persons and ensuring accountability for all human rights violations. 
The law courts play a key role in the adjudication of all criminal cases, including those relating 
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to sexual violence. According to the Sexual Offences Act, determination of cases of sexual 
violence rests with the judiciary. 
d) Shelters  
Two shelters – Shelter A in Naivasha and Shelter B in Gatundu (names withheld due to 
the safety of the client’s resident at these institutions) were included in this study. According 
to the National Gender and Equality Commission, shelters play a key multi-sectoral role in the 
provision of safety nets to survivors at risk of further violation from perpetrators. They 
provide a temporary holding for survivors in need of safety by offering an environment with 
an assurance of physical and emotional safety to survivors of sexual violence with the 
absence of trauma, violence, abuse and stress (Government of Kenya,2014). They manage 
survivors of sexual violence by offering social support, counselling, skills development, and 
rehabilitation services to survivors as well as linking survivors to other comprehensive PRC 
services such as medico-legal services.  In most instances, child survivors abused by persons 
well known to them often get referred to rescue centers in the course of treatment and 
judicial proceedings. Both shelters are accessible from both the sampled police stations and 
health facilities. 
3.3. Study design and methodology 
i) Study design 
The study adopted a retrospective design for the quantitative study component and 
cross-sectional study design for the qualitative component.  The latter allows the researcher 
to study a given population in their natural setting. The quantitative enquiry used records 
were obtained from survivors who accessed services in the study sites over a one-year period 
from 2013 to 2014. This timeline was chosen as it coincided with the time within which the 
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Ministry of Health disseminated the revised National Guidelines on management of sexual 
violence and data capture tools for sexual violence cases reported to health facilities.   
Many studies that seek to understand health-seeking behavior and utilization of 
services have found these designs to be very beneficial (Babitsch et al., 2012; Von Lengerke 
et al., 2014;  Gil and Choi, 2019).  In the qualitative component, the selection of this design 
enabled the researcher to examine the determinants of utilization of services by child and 
adult survivors of sexual violence in two Counties in Kenya over a period, retrospectively.  In 
the qualitative component, I used the Anderson Health utilization model as the conceptual 
framework guiding the inquiry of the health-seeking behavior of survivors within a specific 
time period.  The use of a cross-sectional design for the qualitative component aimed to 
clearly outline the factors influencing service utilization to understand the predisposing, 
enabling, and need factors.   
The key variables understudy in the quantitative enquiry were as outlined below:  
Dependent variable: This entailed the presentation of survivors at the different 
service delivery points and the treatment and management that occurred.  
Independent variables: These included factors associated with age, sex, type of sexual 
violence, and relationship with assailant. 
In the qualitative component, the study explored the predisposing, enabling factors or 
hindering factors for utilizing service at various levels, as per the Anderson model (1995). The 
possible predisposing factors in this study were age, sex, marital status, and education, 
attitudes towards services and values towards seeking help. Enabling factors were resources 
available to the individual to facilitate access to services, e.g. time and money. Needs factors 
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revolved around an individual’s own perception of their own health status and the need to 
seek help.  
The following key questions underpinned the investigation in this study  
a. What are the characteristics of sexual violence survivors? 
b. How functional are the operations of the multisectoral chain of evidence and 
custody for management of sexual violence? 
c. What are the enabling and hindering factors influencing sexual violence 
survivors attending and reporting to services? 
d. What are the views of sexual violence survivors and members of the team 
providing sexual violence services on the manner the services are provided? 
e.  What are the current gaps and opportunities in the provision of 
comprehensive services to survivors of sexual violence in Kenya?  
f. How can the current fragmented sectoral responses to sexual violence be 
addressed using a multi-sectoral referral and coordination framework?  
ii) Study methodology  
Mixed methods were applied in this study where the integration of qualitative and 
quantitative data within a single study is done in order to understand the research problem 
better (Adatho, 2011). The application of a mixed-methods approach provides room for a 
researcher, through a quantitative methodology, to also be able to quantify a given 
occurrence. Additionally, its functionality can be reviewed through a qualitative methodology 
to gain a deeper and contextual understanding of the study problem. This study employed 
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mixed data collection methods consisting of an analysis of records and in-depth interviews 
(Albright et al., 2013). The use of mixed methods also allowed for corroboration or 
triangulation of study results obtained using one approach to inform another approach, 
investigate a research problem from different angles and/or building on findings from one to 
the other approach. The study applied a concurrent mixed methods approach where both 
quantitative and qualitative data were obtained at the same point in time (Driscoll et al., 
2007; Berger, 2018 ).   
The quantitative study component established the number of survivors who accessed 
care and their characteristics. It, therefore, described those seeking care and those who were 
referred for various services. It was used to calculate and compare the number of survivors 
accessing services sampled in the two separate facilities. It also investigated the accuracy of 
data documentation as per the Kenyan Guidelines and the functionality of the multisectoral 
responses to sexual violence service provision. The study sought to understand how the 
referral of survivors occurs across different sectors and the coordination mechanisms in 
place. Quantitative data were abstracted from registers and case files maintained for 
survivors. It entailed a retrospective review of health facility, police station and judiciary 
records. These data were in the form of records for the period of June 2013 to June 2014. It 
determined the proportion of cases of sexual violence that had been attended by the three 
institutions, the services offered, and the type of referrals made by police and health facility 
The qualitative approach, on the other hand, allowed the study to provide a context 
as to why certain conditions exist with a focus on the respondents’ attitudes, values, and 
experiences on the study matter. Qualitative approaches are most appropriate in studies that 
explore gaps that cannot be quantified based on the dynamics revolving around the 
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participants’ perceptions and beliefs on the issue under study. A qualitative component was 
therefore considered appropriate to provide a contextual basis to the underlying 
predisposing, and enabling factors exhibited by survivors of sexual violence and providers. 
Engaging survivors, caregivers and providers enabled me to gain insights into the contextual 
issues that contribute to survivors opting to report or not report their experiences. It also 
revealed o why they would choose to access services from one sector and not the other and 
helped make recommendations that are appropriate for the persons or contexts concerned 
(Ivey, 2012; Draper, 2004). Qualitative approaches also provide the researcher with room to 
interpret the findings in an effort to develop a holistic view of the subject matter (Brannen, 
2017). In this study, a qualitative approach was used to enable a broad and deeper 
understanding of the service delivery and health-seeking behaviors from survivors and 
approaches to service delivery utilized by providers. It provided researchers with the 
opportunity to gain an in-depth understanding of this sensitive topic by interacting with a 
relatively small number of individuals who have experienced the abuse (Nardi, 2018). In 
addition, qualitative methods open room for the researcher to reflect on their thoughts and 
biases during the research process (Sutton and Austin, 2015).   
Through the use of the mixed methods approach, it was necessary to employ 
triangulation of data in order to have a deeper understanding of the service utilization and 
provision in the context of sexual violence. The use of this additional and combined approach 
also facilitated a deep-dive into survivor experiences in the utilization of the PRC services in 
an effort to establish factors that inform their health-seeking behavior. The results and 
findings were integrated during interpretation. 
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3.4. Study population, sampling and recruitment procedures 
The study population comprised providers drawn from different sectors involved in 
the provision of services to survivors, and records maintained for survivors by the different 
departments.  
i) Qualitative study population and sampling frame:  
Study population:  In applying the Anderson Health model to this study, the study 
respondent population was selected based on the model presented in Chapter two to 
capture the various factors that contribute to health-seeking behavior. Hence this study 
chose a population that would help shed more insights on the experiences of survivors 
seeking care, caregivers offering support, providers involved in the management of survivors, 
and community members who shape what is considered acceptable (or not), and what seems 
like an appropriate health-seeking behavior. The study also sought to understand how the 
referral of survivors occurs across different sectors as well as the coordination mechanisms in 
place. To achieve this, the service providers from different sectors were drawn from the 
appropriate study population: police officers, health providers and magistrates from the 
sampled institutions. Health care providers and police officers constitute the first line of 
reporting for cases of sexual violence in Kenya (Shako and Kalsi, 2019b).  
Service provider sample: In Kenya, various actors are involved in the provision of 
services. The sample for this study was drawn from various departments, as outlined in Table 
2 below. The health workers were selected from the outpatient department, as well as 
laboratory and counselling departments within the health facility. For the other sectors, the 
in-charges were selected as participants. They included the police officers in charge of the 
gender desk, chief magistrates, children officers, a representative from one NGO involved in 
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the provision of support to survivors and in charge of the safe shelters.  The selection of 
these service delivery points was informed by the National  Guidelines on the management of 
sexual violence and the multisectoral standard operating procedures for sexual violence as 
entry points for survivors of sexual violence within the health, legal, and protection 
mechanisms (Ministry of Health, 2016; Kilonzo et al., 2009c). The selection of respondents 
across the above-mentioned departments was to help provide an in-depth understanding of 
the available services, referral pathways in place, and gaps in the response pathways.  At the 
national level, interviews with policymakers from the National Gender and Equality 
Commission (NGEC), Taskforce on the Implementation of the Sexual Offences Act (TFSOA), 
Ministry of Health (MoH), and the Office of the President (where departments of Police, 
Youth, and Gender are located) were to be conducted, but this was not possible due to the 
challenges faced in obtaining permission to secure interviews with relevant persons. 
A total of 23 respondents were involved in the management or determination of 
cases of sexual violence. They include three survivors of sexual violence and two guardians.  
Service providers involved in the provision of PRC services were 12 health care providers, two 
police officers, two magistrates, two Shelter managers and two children officers. The above 
respondents in the context of this study were considered better placed to provide an in-
depth understanding of the utilization of services by survivors. The emphasis was on the 
factors outlined in the Anderson Health Model. They are: (1) what predisposes survivors to 
report (or not report) cases of sexual violence, (2) the underlying needs presented by 
survivors and whether the current service delivery models are responsive to these needs, (3) 
the enabling factors towards the achievement of multi-sectoral referral pathways and 
linkages. Survivors of sexual violence presenting for care during the data collection at the two 
health facilities were purposively selected for inclusion in the study. Their inclusion was to 
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enable them to share their experiences and perceptions during their interaction with the 
different sectors.  In addition, stakeholders drawn from the children's department, rescue 
centers and NGOs were purposively selected to provide insights on the survivor referral 
mechanisms in place. 
Method of Service provider sampling: Purposive sampling and snowballing 
approaches were utilized in this study to ensure the inclusion of respondents with rich 
information (Patton, 1990). Purposive sampling is commonly used in qualitative data 
collection to ensure that the respondents are selected based on their knowledge of the study 
topic. This sampling strategy is a method that is mostly used to aid in the identification of a 
research sample in studies that deal with sensitive topics (Velzeboer et al., 2003). Purposive 
sampling is usually employed when the targeted respondents have knowledge that is useful 
in addressing the study questions. In this study, a respondent was considered to have rich 
knowledge on the topic of study if they had worked in that department for more than a 
month or were seconded by management as the most appropriate persons to be considered 
for the study. The use of this sampling strategy made it possible for me to include a broad 
range of providers with experience in attending to survivors of sexual violence. For this study, 
I identified through the departmental heads in the health facility, police stations, courts, 
community and children’s department key staff who were directly involved in the 
management of survivors, and/or those who had been trained on PRC service delivery 
through various stakeholders. Thereafter, I identified additional potential respondents 
through snowballing. This corroborates the position made by Bryman (2012) on the 
application of snowballing after use of any other purposive sampling approach.  When using 
the snowballing sampling method, respondents themselves suggest other individuals who or 
groups which can be recruited (Collumbien et al., 2012).  In this study, I reached out to the 
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initial contacts received at each service delivery area to identify and reach out to other 
potential participants knowledgeable on the subject matter.  
Service provider recruitment:  The recruitment of providers was carried out upon 
consultation with the departmental heads due to the nature of the interviews that were 
conducted during service delivery hours. The involvement of the department heads was to 
ensure that providers were relieved of the service delivery duties so as not to interfere with 
their ability to offer services, with other service providers being seconded by the 
management to support service delivery during the interview sessions. This was done to 
avoid inconvenience on service provision. At least two front line providers and one 
management representative each from the health, police, judiciary, children's department, 
and rescue centers, in the two study sites, were added in addition to representatives from 
two NGOs based in Nairobi.   
Survivors of sexual violence (guardians) sample: In this investigation, it was not 
possible to draw up a sample of survivors who would be recruited into the study. Therefore, 
all survivors of sexual violence (or their guardians) who presented at the selected health 
facilities during the study implementation process were sampled and upon consent recruited 
into the study. Their inclusion was to help provide their perspectives on the services received 
and the referral pathways. Survivors were also sampled after they had accessed all services in 
the facility so as to help shed more light on their experiences in navigating through the health 
sector. For survivors aged below the age of consent (which is 18 years in Kenya), their 
guardians were the ones who were instead recruited into the study. 
Method of sampling of survivors of sexual violence: A snowballing approach was also 
employed, where providers helped in identifying and linking survivors to the researcher. Only 
75 
 
those survivors of sexual violence (or their guardians) who reported for post rape care at the 
selected health facilities during the study implementation process and consented to be 
interviewed were recruited into the study. This was to obtain feedback on how the referral 
process was undertaken.  The survivors were linked to the research assistant by the health 
care provider who attended to them after they had received the required medical attention. 
The research assistant obtained consent from the survivors or guardians prior to their 
participation in the study. Table 2 below outlines the respondents who were recruited into 
the study.   
Table 2: Number of respondents interviewed 
Type of institution Person interviewed #s interviewed by County  
County   Naivasha  Gatundu 
Hospital Clinical officer  1 2 
Trauma counsellor 1 1 
Social worker   1 1 
Survivors 3 0 
Guardian 0 2 
Police station Police office gender desk  1 1 
Court  Magistrate  1 1 
Children Office Children officer  1 1 
Shelter Manager or person in charge  1 2 
National level    
NGO Executive Directors (National) 2 
 Total # of persons interviewed 23 
ii) Quantitative sample 
Records sample: All records maintained for survivors in the sampled health facilities, 
police stations and law courts for the period June 2013 to June 2014 were obtained and 
included in the study. The records included PRC form, laboratory registers, counselling 
registers, PRC register, P3 forms, and court registers.  The sampling of all PRC forms filled in 
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for prospective survivors of sexual violence presenting at the health facilities over a 12-
month period from the commencement of the study was undertaken. Also sampled were 
records maintained for all cases of sexual violence at the courts and police station. 
Altogether, 1334 records were selected, and 1259 were included in the analysis, as outlined 
in Figure 8 below. The 75 records that were excluded had missing entries and could therefore 
not be linked across the different service points or conclusively associated with sexual 
violence, especially given that the registers were also utilized in the health facilities to 
document other forms of GBV reported. 
 
Figure 8: Records reviewed from different data sources (June 2013-June 2014) 
3.5. Data collection approaches  
i) Qualitative data collection  
Data utilized, n=1259   
Omitted records= 75 
 Facility service 
points data n=983 
Omitted=39 





























The interviews were conducted by the Principal Investigator with support from a 
trained research assistant who was conversant with the two national languages in addition to 
the local dialect commonly used in the targeted counties. This was to help capture the 
meaning behind any Kikuyu words mentioned in the interviews.  We used a semi-structured 
interview guide. The focus was placed on determining whether survivors report for care 
within 72 hours, adhere to treatment and uptake follow up as given from the different 
sectors. 
The interviews were conducted in private offices identified by the respondents within 
the work environments. Informed verbal consent was obtained from the respondents. Verbal 
parental consent was obtained for survivors aged below 18 years. Verbal consent was 
considered appropriate due to the anticipated low levels of literacy among survivors, given 
the settings where this study was conducted.  The use of verbal consent also mitigated any 
fears providers, and caregivers would have with regards to writing down their names on a 
form. All interview sessions were audio-recorded. On average, each interview lasted 45 
minutes.  
The demographics of survivors of sexual violence accessing services were also 
captured. In addition, the study assessed the enabling and hindering factors to service 
utilization. I explored the various institutions involved in the management of sexual violence, 
survivor perception to post sexual violence services received, and referral mechanisms in 
place. Through a review of literature, I had already established the PRC package of care 
available to survivors, roles of the different sectors, national data capture tools in use, 
referral mechanisms in place and uptake of referrals across two counties.  
ii) Quantitative data collection  
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Quantitative data collection entailed a review of PRC service delivery data from the 
hospitals, police stations and law courts to establish the type of sexual violence-related 
complaints reported. These are like: socio-demographic information of the survivors, type of 
services offered, and referrals made. Quantitative data were abstracted from registers and 
case files maintained for survivors, and it involved a retrospective review of health facility, 
police station and judiciary records. These data were collected through the use of 
standardized abstraction tool (Appendix 6) with the aim of determining the number of cases 
of sexual violence that had been attended by the three institutions, services offered, and 
type of referrals made by police and health facility. The research assistant obtained original 
copies of the survivor's records at each service delivery point. Data extracted from the 
registers was directly entered into an excel spreadsheet by a research assistant with prior 
experience in review and abstraction of sexual violence data for programmatic purposes. 
Missing entries in the registers and PRC forms were also noted. 
The data collected from the different service delivery points included: 
• Facility Outpatient Department: Data was abstracted from the PRC Registers and PRC 
forms. The review established number of survivors attended to, name of the survivor, 
date when the survivor reported to the hospital, and where the survivor was referred 
to.  The data was manually transferred to a data abstraction form developed in excel. 
• Laboratory: The data captured from the laboratory register included the survivor's 
demographic information (name, sex, and age), the origin of referral and laboratory 
tests that were conducted.  
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• Trauma counselling department:  From this service delivery point, this study focused on 
the number of survivors who had been counselled and the service delivery point they 
had been referred from.  
• Police records were captured from the occurrence book register (OB Register), and 
case registers for all the cases pending before the court. Data collected included date 
and time when the case was reported, name and age of the complainant, type of the 
offence (defilement or rape), where the survivor was referred to, as well as the name 
and age of the perpetrator.   
• Court records: This data was obtained from the court registry.  The review focused on 
sexual violence cases filed before the courts from June 2013 to June 2014. Using the 
case file numbers, the following information was retrieved from the charge sheet: - 
Date when the case was filed, name of the accused, age, sex, name of the survivor, 
date of the assault, type of assault (defilement, rape, attempted rape, attempted 
defilement), and stage of the proceeding. (for example, whether a case was 
ongoing/pending, withdrawn, or had been concluded). 




Table 3: Data collected by type of tool 
Research question Data type Targeted 
respondents 
Data sources 
Uptake of services from different sectors  
• The number of survivors of sexual violence 
attended and received post rape care at the 
health facility, police station, legal aid centers, 
and community-based organizations?  
• Service Offered by each sector  









Tool 2 and 4)  
The first point of reporting: 
• Type of services they received at the first point 
of reporting by age 










Tool 1 and 4) 
Referral pathways from the first point of reporting  
• What referrals were they given from the first 
point of reporting?  
• Why they were referred  
• Where were they referred?  
• Were the survivors asked to indicate where they 
prefer being referred to for further care?  
• Did the referral match the needs presented by 







Records and Key 
informants  
(Appendix 4- 
Tool 1, 2 and 4) 
Referral uptake:  
• Did they use/attend these referrals?  
• What was the distance (in time) between the 
different referral points?  












Tool 2 and 4) 
How do the different sectors coordinate/link up with 
each other in the provision of PRC services?  
• What document was used in documenting care 
received upon reporting and during referral?  
•  Existence of indicators that can be shared across 
different sectors to enhance the delivery of 
comprehensive services  
• What mechanisms are in place to facilitate joint 
meetings between stakeholders from different 
sectors to discuss how to strengthen the 
response to sexual violence 
• What measures are required at national and 
County level to address the existing fragmented 
sexual violence response  
•  Role of the existing national bodies with a focus 
















b)  Pilot study and training  
Piloting of the data tools was undertaken in Nairobi prior to data collection exercise to 
help assess the flow of the questions and respondents understanding of the questions asked. 
The piloting was undertaken using a research assistant engaged by a Kenyan organization, 
LVCT Health, to support the sexual violence programme.  Data was collected from LVCT 
Health providers involved in the management of survivors of sexual violence. During piloting, 
it was established that there was no need to translate the tools into Kiswahili or the local 
dialect as the research assistant was conversant with all the three languages.  
I conducted a one-day sensitization training of the research assistant with a focus on 
study objectives; County engagement procedures; ethical considerations to be observed; an 
overview of the data expected for each of the questions; and interviewing skills required.  
Prior to the commencement of the fieldwork, I accompanied the research assistant to 
the two Counties and wrote a letter introducing her to the targeted institutions. I also 
handled all the logistics of the fieldwork with a focus on setting up meetings with the 
different institution heads to introduce the study and plan on when the interviews would be 
carried out. Weekly planning had to be done to ensure systematic collection of data per 
County, and with minimal disruption to normal service delivery. 
I held four meetings with the research assistant during the data collection period to 
review the quality of data to address any logistical challenges and provide feedback on the 
interviews conducted in the course of the week so as to determine questions that needed 
further probing. In these meetings, I also reviewed the copies of records that had been made 
to assess the quality and completeness of the data captured. In the event that records were 
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found to be unclear, the research assistant visited the concerned health facility to collect 
data on the missing information. 
3.6. Data management and analysis 
Quantitative data were entered into SPSS Version 20.0, and the analysis carried out 
with the assistance of a statistician. Prior to the analysis, data were cleaned to assess 
completeness and accuracy. Where an error was observed, corrections were made by 
revisiting the raw data. Descriptive statistics for records was obtained. Chi-square was 
computed to compare the outcomes between the two counties and select variables of the 
study. Binary logistic regression analysis was used to determine the factors influencing sexual 
violence and health services uptake by the survivors. 
Qualitative data were transcribed by three assistants, while analysis of the transcripts 
was undertaken by me as guided by the study objectives using NVivo 10 – a qualitative 
analysis software. Following fieldwork and transcription of all recorded data, all 23 transcripts 
were analyzed with the use of NVivo 12 software. A thematic analysis was undertaken as 
described by Braun and Clarke (Braun and Clarke, 2006): (1) familiarizing oneself with data; 
(2) generating initial codes across the data set; (3) identifying themes by collating identified 
codes into themes and gathering data that was relevant to each theme; (4) reviewing 
themes; (5) defining and naming themes, and (6) generating the analysis report. I coded the 
transcripts. The thematic analysis approach provides researchers with the opportunity to 
generate a thematic description of the data by bringing forth the dominant themes to guide 
the coding and analysis of the data in line with the study objectives (Aronson, 1995).  Themes 
are generated to help make sense of the data that would otherwise be “meaningless” when 
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viewed in isolation (Leininger, 1985). In this study, the thematic coding of the study 
transcripts was undertaken by me.  
 Familiarization of the data was undertaken by a researcher and myself. This stage 
involved reading through the transcribed data to make sense of the data.  Through a 
deductive approach, the main themes that emerged from the interviews were drawn as 
informed by the study objectives and the Anderson (1973) Framework. The aim of this was to 
inform key themes to produce an initial coding framework, which was revised in the course 
of the analysis.   Thereafter,  I imported the data to NVivo 10 and generated an initial coding 
framework based on the emerging themes and sub-themes for each respondent category 
resulting in a codebook to group the data accordingly ( Sample codebook- Table 4 below) 
(Ryan and Bernard, 2000).    
Data were analyzed thematically using a deductive approach. I noted down emerging 
concepts from the transcripts and developed the themes. I used two interviews per 
respondent category to undertake the initial code development and used this to update the 
coding framework. To improve the validity of the coding process, I engaged a qualitative 
researcher (PN) to improve the reliability of the framework. PN did an independent review of 
the transcripts and developed her thoughts on the themes without referring to the 
framework I initially developed. There was a consensus between the two of us around the 
major themes and sub-themes. PN collapsed the two individual coding frameworks into one 
version, read through and coded the rest of the transcripts.  Finally, I utilized the coded data 




Table 4: Sample of the study codebook 
Name Description Files References 
Health care 
workers 
Interviews for health care workers 7 241 
1a. Survivors of 
sexual violence  
No. of survivors of sexual violence received post 
rape care services over the last six months 
7 7 
2a. Services to 
survivors of sexual 
violence in the 
facility 
-This includes services that are offered to the 
sexual violence survivors at different departments 
within the facility 
7 28 
Medical treatment This includes the laboratory tests and issue of drugs  3 4 
Physical 
examination 
The examination of the survivor’s part of the body 
that was affected to assess the extent of damage 




This includes the administration of preventive 
drugs such as PEP for HIV and pregnancy 
prevention 
5 5 
Referral to other 
departments 
This is both within the facility and outside the 
facility 
4 5 
Thereafter, I grouped the textual data into the relevant parent code and generated 
child nodes as appropriate. Figure 9 below provides a sample of the coding outlook 




Figure 9: Sample coding output 
The analysis was thereafter undertaken to tease out any key issues emerging, 
similarities and differences in the type of responses made.  An inductive analysis of the 
emerging issues was undertaken to establish areas of convergence and divergences from the 
data. A chart of data set to show the intensity of the codes per theme was undertaken 
(Boyatzis, 1998). A sample is illustrated in Table 5 below 
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Table 5: Example of charting 
 Health care workers Other stakeholders Survivors Total 
  1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 
Health care 
workers 
x x x x 
  
x x 












x x x x 
  
x x 
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3.7. Reflexivity and Trustworthiness of data (qualitative) 
Reflexivity: Qualitative research calls for a researcher to reflect on how the data 
generated through the study might be affected by their own biases and decisions across the 
different stages of study design, data collection and analysis (Glesne, 2006). Reflexivity is 
considered as a process that entails, “critically inspecting the entire research process including 
reflecting on the ways in which the fieldworker establishes a social network of informants and 
participants in a study; and for examining one’s personal and theoretical commitments to see 
how they serve as resources for generating particular data, for behaving in particular ways vis-à-
vis respondents and participants, and for developing particular interpretations” (Schwandt, 
2007). In qualitative studies, the researcher is counted as a research instrument, and their 
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positionality on the theme of study influences their choices and approaches. I, therefore, 
selected this study topic based on my role in implementing PRC health initiatives rolled out in the 
organization I was working for (LVCT Health). Notable during this study was that while national 
policy documents and legal frameworks governing PRC had been developed and disseminated 
nationwide, gaps exist in so far as referral mechanisms of survivors was concerned.  This 
informed my selection of the study topic as well as the health facility and police station as my 
point of reference for referral mechanisms. I sought to focus on understanding what is currently 
being done in these two sectors to facilitate survivor access to comprehensive services. Having 
contributed to the development of the national sexual violence multisectoral SOPs which outline 
the importance of a coordinated sexual violence response, I opted to carry out this study so at to 
help inform the improvement of the referral mechanisms. In undertaking this study, I put myself 
in the shoes of providers who had been trained on management of survivors yet failed to 
provide a comprehensive and coordinated response with the aim of understanding the systemic 
barriers towards this. The quality of care was also measured against a client’s experience with 
the care provided to him/her. In line with this, I sought to obtain information from survivors (and 
their guardians) on their experiences in seeking care and taking up the referrals made. These 
understandings played a significant role in my selection of a qualitative methodology to gain an 
in-depth understanding of the service delivery, referral approaches, and survivors’ perspectives 
of the same.  I had an opportunity of attending the full course on the clinical management and 
trauma counselling of survivors of sexual violence. It is through these courses that I came to 
comprehend the importance of how documentation of services offered is key in decision making 
and determination of the comprehensiveness of services given. Hence the reason why I included 
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a record review component in my study methodology. My engagement with health care 
providers and police officers during my routine work also influenced my selection of sites with 
already established PRC services, and identification of the service delivery departments and 
respondents to be reached through this study.   
In order to avoid providers feeling obligated to participate in this study due to my role in 
leading LVCT Health’s PRC interventions in the study sites, I opted to have a trained research 
assistant familiar with the PRC service delivery and data tools to undertake the data collection on 
my behalf. The involvement of the assistant was also key to helping avoid expectations of 
compensation by the providers who had agreed to participate in this study. The practice of 
compensating providers for time spent in engaging in studies was initiated by LVCT Health, had 
been inculcated in providers from the selected sites.   
However, my active involvement at the national level through the Reproductive Health 
Technical Working Group (RHTWG) and my association with LVCT Health made it possible for me 
to get study authorization and approval letters from the national RH TWG and County level 
departments of health, education and the police with no difficulty. 
The trustworthiness of the data: This study was framed on Guba’s criteria for ensuring 
trustworthiness in qualitative research. The criteria include credibility, transferability, and 
confirmability (Guba, 1981, pp. 75-91). I undertook several measures to ensure both the 
trustworthiness of the data collected and processes undertaken.  The study used interview 
guides and questions were framed while keeping in mind the sensitivity of the subject. Individual 
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interview sessions were held with the respondent to help prevent any discomfort among the 
respondents.  
In order to attain the credibility of the data, the study triangulated data obtained through 
both quantitative and qualitative data collection approaches.  The use of different data collection 
methods has been demonstrated to enhance the credibility of the data given by compensating 
the cons associated with the different methods and avoid any researcher biases (Brewer and 
Hunter, 1989; Golafshani, 2003).  Site triangulation was also undertaken as a measure to 
enhance credibility by establishing whether similar results would be obtained from different 
sites. The study also recruited providers discharging similar roles but located in different counties 
and institutions to help attain some level of generalizability of the data obtained on services 
provided and referral mechanisms utilized.  The data collection was conducted by an 
experienced research assistant with vast knowledge on the subject matter and experience in 
undertaking sexual violence-related research, who was also trained in the study processes to be 
applied.  
3.8. Validity of data (quantitative) 
Validity in quantitative research refers to measures put in place to ensure the accuracy of 
the data being collected (Heale and Twycross, 2015).  Given the sensitivity of the study topic and 
the need for the validity of the data collected, all the interview sessions were conducted in an 
environment that guaranteed privacy. Respondents were assured of the confidentiality 
measures that had been put in place to enhance the anonymity of the data records. Content 
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validity of the quantitative data was enhanced by ensuring the variables contained in the data 
abstraction tools were drawn from the PRC data tools, without making any modification. 
3.9. Ethical considerations  
Sexual Violence is a traumatic event which can adversely affect the survivor. Although 
this study did not introduce any procedures outside the recommended management of sexual 
violence within the facility, there are potential physiological and psychosocial risks associated 
with management of sexual violence. This study, therefore, applied the World Health 
Organization (WHO) guidelines on ethics and safety of conducting studies on Violence Against 
Women (VAW). Various measures were put in place to safeguard the rights of the respondents 
and data retrieved from the institutional records. These are outlined below: 
Ethical approval: Ethical permission was granted by the University of Cape Town’s Health 
Sciences Faculty ethics committee and National Council for Science and Technology (NACOSTI) in 
Kenya. In addition, approval for the study was also obtained from the relevant County Officers in 
the selected study sites. In addition, I undertook the following to minimize any risks to 
participants: 
Data collection approval processes: The study was conceptualized before the 
introduction of the devolved system of governance in Kenya. This necessitated engagement with 
the Reproductive Health and Maternal Services Unit (RHMSU) of the Ministry of Health (MoH). 
This Unit is mandated with setting priorities for Reproductive Health (RH) Gender-Based Violence 
(GBV) related research and programmes at the National level of Government. Approval to carry 
on with my study was obtained from the Head of the RHMSU Gender Program in 2013. To be 
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able to collect data from the sampled health facilities, police stations, and courts, I had to obtain 
approval from the County Commissioners’, and County Executive Ministers of Education and 
Health in Kiambu and Nakuru Counties. Upon receipt of study implementation and approval 
from the Ministry of Health, I established that one of the health facilities sampled, namely Thika 
County Hospital in Kiambu County had instituted new regulations requiring that all students and 
organizations with the intention of collecting data from this facility to seek fresh ethical approval 
from the hospital ethics committee. This, in my view, would delay the commencement of my 
data collection. Upon discussions with my supervisor, I identified another health facility, Gatundu 
County Hospital from the same county with similar characteristics as Thika County Hospital. This 
facility attends to survivors of sexual violence and has providers trained on management of 
survivors. I, therefore, replaced Thika County hospital with Gatundu County hospital as a study 
site. Consequently, I had to obtain fresh approval letters from Kiambu County commissioners to 
commence data collection in Gatundu. 
I met with the respective In-Charges of the sampled facilities prior to data collection to 
brief them on my study objectives. I also received permission to interview providers and review 
records. In order to obtain records from Gatundu Law courts, I had to get approval from the 
Chief Registrar of the Kenyan judiciary. I did not experience any challenges in collecting records 
from the Naivasha Law Courts. 
Ethical considerations during data collection: This study utilized support from a research 
assistant who had undergone intensive training on research on VAW conducted by LVCT Health. 
However, prior to the commencement of the study, I briefed her on the consenting processes, 
92 
 
referral pathways for survivors in distress, and how to terminate interviews in instances where 
the respondents experienced any form of distress.  The study participants were briefed on 
informed consent, measures that would be put in place to safeguard their information.  
Informed consent: Participating in this study was voluntary. All participants recruited into 
the study were briefed on the objectives, and a request for their participation in the study made.  
A standardized information sheet was used, which explained the study objectives and the right 
of respondents to withdraw from the study at any time or decline to answer any question. 
Consent to audio-record the session was also obtained. Use of tape-recorders was also made 
possible through the consenting procedures.  The research assistant also indicated to the 
respondents that any unwillingness to participate in the study would not be used as a punitive 
measure against them. Only participants who agreed to participate were taken through the 
informed consenting process after which verbal consent was obtained. The informed consent 
also entailed briefing the participants on the expected outcomes and how the findings would be 
utilized to strengthen PRC service delivery in Kenya. 
Confidentiality: Protection and confidentiality of the respondents and data were ensured 
by conducting the interviews in private settings, maintaining the confidentiality of the audio files, 
transcripts and abstracted data through the use of codes to de-identify the data collected. 
Participants were not to be identified by their real names on study instruments but by a study 
code unique to them. For purposes of tracking the participants’ records from the hospital system 
and follow-up, the study code was generated to trace participants’ names through the various 
health facility records. Access to study records and computers was restricted to study personnel. 
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Computer database containing participants’ information was only accessible to me as the 
Principal Investigator (PI) as well as the statistician. 
Safeguarding survivors:  Adult caregivers of child survivors were required to give consent 
before enrolment of a child into the study. The interviews were then conducted in a simple 
language that the children and their guardians/parents could understand. These interviews were 
also done after the survivor had attended all the services at the health facility. A psychological 
counsellor with experience in handling survivors was identified in every facility to provide any 
additional counselling to the survivors as deemed necessary. 
The identification of survivors for inclusion in this study was undertaken by the 
counsellor. The survivors were then referred to the research assistant for consenting purposes 
with the assurance that their participation and/or non-participation in the study would not affect 
the services they would receive at the facility. The survivors aged above 18 years were requested 
to give consent. Those under 18 years had consent obtained from the parent/guardian who had 
accompanied them to the facility. Survivors who agreed to participate were interviewed after 
they had received the services in a private room within the hospital. 
Privacy:  The interviews were conducted in private spaces identified within the various 
departments. The purpose of this was to ensure open discussions with the participants in spaces 
where utmost privacy was facilitated to enable the participants to candidly and freely contribute 




There are strengths and limitations to the use of a mixed-methods study, especially regarding 
a study on sexual violence. Some of the limitations include the small sample size for qualitative 
data due to the social factors which influence the discretion with which cases of sexual violence 
are handled and often not reported due to stigma. There also exist challenges in interviewing 
survivors post the assault to examine their experience with care from when they reported the 
case to when they would complete or completed the treatment or the legal processes. While it 
would be prudent to do a prospective follow up of survivors to establish their uptake of referrals, 
this would not only be expensive but also time-consuming as it is not possible to determine 
when a particular case will be reported and at which service delivery point. A review of data 
maintained for survivors would ideally be considered more appropriate as it does not in any way 
evoke emotions. However, as would be illustrated in the subsequent chapter, inconsistencies in 




Chapter 4 QUANTITATIVE RESULTS GENERATED FROM SERVICE STATISTICS 
4.1. Introduction  
This section presents the findings of the data obtained for survivors who had accessed 
post rape care services from June 2013 to June 2014. These include data from multiple service 
delivery points, namely outpatient departments, comprehensive care clinics, laboratory, and 
trauma counselling departments. This includes data obtained from health facilities, where data 
was captured using the patient's name in an effort to track the survivor across the different 
points of care. Non-health related services were obtained from the court and police stations.  
4.2. Study findings 
4.2.1. Distribution of the number of records  
In this study, a total of 1259 (with 75 records omitted as they did not have the requisite 
client identifiers to determine if they were for survivors of sexual violence) records were 
extracted, 983 (78%) from facility records and 276 (22%) from police and court records as 
outlined in Table 6 below. The facility data were distributed by service points as follows: 401 
(41%) laboratory, 256 (26%) PRC register, 182 (19%) PRC forms and the rest from the trauma 
and P3 at 144 (15%). Police and court records were distributed in approximately equal 
proportions with the occurrence book register and charge sheet at 94 (34.1%) and 93 (33.7%) 




Table 6: Sources of data by service points and data source 
 Data source  Frequency (n) % 
Facility service 
records 
Laboratory 401 41.8% 
PRC register 256 26.0% 
PRC-form 182 18.5% 
P3 form 82 8.3% 
Trauma counselling 
register 62 6.3% 
 Total 983  
Police and court 
records 
Occurrence Book (OB) 
register 94 34.1% 
Charge register 93 33.7% 
Court 89 32.2% 
 Total 276  
Distribution by data 
source 
Facility service points data 983 78.1% 
Police and court records 276 22% 
Total Records 1259  
 Table 7 below shows that more survivor cases were reported in Naivasha facility 
compared to Gatundu facility in the period under review. This data shows, the difference 
between the two sites was statistically significant. This is congruent with media reports in Kenya, 
which have continually highlighted high cases of sexual violence in Naivasha due to the large 
population that resides there as compared to Gatundu. 
Table 7: Sources of data by the service point 




n (%) P-value 
Police and Court 144(31.2) 126(15.9) 
0.0001 
Facility records 317(68.8) 666(84.1) 
TOTALS 462 781 
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4.2.2. Socio-demographic characteristics of the survivors who received care 
According to the National Guidelines on the management of survivors of sexual violence, 
health providers attending to them are required to capture all three names of the survivor as 
documented in the national identification documents (first name, middle name and surname), 
their age and their gender for those presenting at the health facility for ease of referrals. The 
records review sought to establish whether there was a significant difference in reporting of 
cases of sexual violence based on predisposing factors such as age, and sex, and the need 
presented by the survivor as per the type of sexual violence reported.  
Age of survivors seen: Table 8 below shows that 885 (70.6%) of the survivors were aged 
below 18 years. The majority of survivors below 18 years classified as defilement were from 
Gatundu facility at 118 (56%). However, in 73 (5.8%) of the records retrieved, age was not 
recorded and was distributed by the facility with Naivasha at 42 (57.5%) and Gatundu at 31 
(42.5%) facilities respectively. The mean age in the study was 15.7 years, with SD=11.1 and 
ranging between 1 – 80 years. The statistically significant risk ratio reveals that children were 
21.194 times more likely to report upon being defiled (RR = 21.194, 95% CI= 5.388 – 8.363, 
p<0.0001).  
Sex of survivors: Table 8 below shows that significantly more female(n=665;68%) compared 
to male survivors (n=318; 32%) were attended to in both facilities. Similarly, more females 
reported to the police 242 (89.6%) with a significant association between survivor’s sex and 
reporting to either police or facility to receive a service. The statistically significant odds ratio 
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reveals that males are 1.786 times more likely to be perpetrators (OR = 1.786, 95% CI= 1.168 – 
2.732, p<0.0001).  
Survivors names documented: Table 8 below shows a discrepancy in the capture of the 
survivor’s demographic information across the different data tools. While three names (first 
name, second and surname) of survivors should be recorded in all facility forms, only just under 
a third (30.1%) of the records had all three names recorded while 69.8 per cent had only two 
names recorded, the first and second. Of the survivors who had all their three names recorded, a 
higher proportion of 69.8 per cent was from Naivasha County, and this was statistically 
significant (p=0.003). While just over half (53.1%) of the P3 forms had all the three names 
required recorded, only half (50%) of the PRC forms had all three names of the survivors 
indicated, as required during the completion of the form by the examining medical officer, while 
4 per cent from the PRC register had the three names indicated. In Kenya, most communities 
share the maiden and surname, hence the reason why the first name would help in ease of 
identification. Similarly, on the PRC Register, hardly any (3%) had all three survivor’s names 
indicated. The results p=<0.001 illustrates the significance in documenting the full names of each 
survivor for purposes of referral and/or ease of differentiation of clients who might share at least 
two names. The use of three names helps avoid misfiling of client data.  For example, from the 
review of the PRC forms and register, 4 per cent of the entries were found to bear similar names 
hence presenting challenges in determining if they were two different clients or a double entry 
of one client. Additionally, some forms would lack basic demographic information such as age 
and sex. This could make it difficult to ascertain if it is the same individual who has had their 
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information entered more than once, (multiple sexual violence presentation) or if it is different 
individuals with similar names seeking medical assistance after sexual violence.  
Type of sexual violence: Table 8 below shows the types of sexual violence as reported by the 
survivor as recorded on the forms. Results showed however that in 757 (60%) of the records, the 
type of sexual violence was not recorded with a higher proportion of unrecorded sexual violence 
in Naivasha 517 (65%) compared to Gatundu at 240 (52%). The most common form of sexual 
violence reported was defilement 211 (42.5%) with a higher proportion of defilement cases 
reported in Gatundu 118 (56%). In all the health facility records reviewed, there was no standard 
way of recording different types of sexual violence. Facilities either recorded the part of the 
sexual reproductive organ where the penetration occurred, while some recorded the type, i.e. 
rape, defilement etc. The other gaps identified was in the documentation of the type of sexual 
violence where 76.7% of the records did not indicate the type of sexual violence. The most 
commonly used terms to document sexual violence whether rape or defilement included 
“vaginal: (15.2%), “penile-vaginal” (3.8%), “penile-anal” (2.3%) and/or anal (1%). There is a 
significant chi-square association at (p<0.001) between the proportion of the sexual violence 




Table 8: Records reviewed by socio-demographics 
Variable Source of Data Description Gatundu PGH n 
(%) 
Naivasha 
PGH n (%) 





Lab(n=399) Two names 116(34.7) 218(65.2) 334(83.7) 
Three names 7(10.77) 58(89.2) 65(16.3) 
P3(n=81) Two names 0(0) 38(46.9) 38(46.9) 
Three names 2(4.7) 41(95.3) 43(53.1) 
PRC Register(n=249) Two names 107(44.9) 131(55) 238(95.6) 
Three names 1(10) 9(90) 10(4) 
One name 0(0) 1(100) 1(0.4) 
PRC Form(n=176) Two names 21(22.6) 72(77.4) 93(52.8) 
Three names 2(2.4) 81(97.5) 83(47.2) 
Trauma(n=62) Two names 56(94.9) 3(5.08) 59(95.2) 
Three names 3(100.0) 0 (0) 3(4.8) 
Age 
(n=967) 
Lab (n=398) No age recorded 6(66.7) 3(33.3) 9(2.3) 
<18 years 68(26.6 188(73.4) 256(64.3) 
>18 years 49(36.8) 84(63.2) 133(33.4) 
P3 (n=81) <18 years 1(1.5) 64(98) 65(80.2) 
>18 years 1(6.2) 15(93.8) 16(19.8) 
PRC Register (n=250) No age recorded 0(0) 3(2.1) 4(1.2) 
<18 years 81(43.3) 106(56.7) 187(75.1) 
>18 years 27(45.8) 32(54.2) 59(23.7) 
PRC Form(n=176) No age recorded 4(33.3) 8(66.7) 12(6.8) 
<18 years 15(11.7) 113(88.3) 128(72.7) 
>18 years 4(11.1) 32(88.9) 36(20.5) 
Trauma(n=62) No age recorded 1(1.7) 0 (0) 1(1.6) 
<18 years 45(95.7) 2(4.3) 47(75.8) 
>18 years 13(92.9) 1(7.1) 14(22.6) 
Sex 
(n=967) 
Lab(n=399) Male 27(38.6) 43(61.4) 70(17.5) 
Female 96(29.2) 233(70.8) 329(82.5) 
P3(n=81) Male 1(8.3) 11(91.7) 12(14.8) 
Female 1(1.4) 68(98.6) 69(85.2) 
PRC Register(n=269) Male 30(62.5) 18(37.5) 48(19.3) 
Female 78(38.8) 123(61.2) 201(80.7) 
Male 3(15) 17(85) 20(11.4) 
PRC Form(n=172) Female 20(12.8) 136(87.2) 156(88.6) 
Male 15(93.8) 1(6.2) 16(25.8) 





Lab (n=2) Rape 1(50) 1(50) 2(100) 
PRC Register (n=1) Rape 1(100) 0 (0) 1(100) 
PRC Form (n=162) Defilement 16(13.4) 103(86.6) 119(73.5) 
Rape 6(14) 37(86) 43(26.5) 
Trauma (n=60) Defilement 44(97.1) 1(2.2) 45(75) 
Rape 15(100) 0 (0) 15(25) 
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Table 9 below indicates that a total of seven (1%) of the retrieved cases reported incest. 
The cases were all female and under 18 years as their ages ranged between (6 – 14 years with a 
mean age of 10.5 years). The reporting rates of cases of sexual violence ranged from less than 24 
hours, two, and four days respectively, with one survivor reporting after six months, as shown in 
Table 9 below. 
Table 9: Documented cases of incest and duration of reporting for care 
  Incest cases reported 
Count % within 
Facility Naivasha 5 71.4% 
Gatundu 2 28.6% 
Total   7 100% 
Age survivors(years) 6 1 14.3% 
7 1 14.3% 
11 2 28.6% 
12 1 14.3% 
13 1 14.3% 
14 1 14.3% 
Total   7 100% 
Duration of reporting 
after the incident 
1 day 1 25.00% 
2 days 1 25.00% 
4 days 1 25.00% 
6.4 months 1 25.00% 
Total 4 100.0% 
Knowledge of assailant: Table 10 below presents data abstracted from the PRC forms on 
knowledge of the assailant. Results indicated that 87 per cent of the survivors in Naivasha 
hospital with only 19 per cent of those from Gatundu hospital reported knowing their assailant 
and reported the issue to police. There was no significant association between the type of Sexual 
violence reported and knowledge of survivor, as shown in Table 10 below. Univariate analysis 
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reveals that rape survivors are eight times more likely to report and access service (OR = 7.563, 
95% CI= 5.552 – 10.302, p<0.0001)  













































Attempted rape 5 (50) 5(50) 10 (1) 
Blank 1(25) 3 (75) 4 (1) 
Assailant 
Known 
No 4(14) 24(86) 28(16) 
0.116  
0.775 
Yes 19(13) 132(87) 151(87) 
Reported 
to Police 
No 3(7.5) 37(92.5) 40(22) 
1.263  
0.417 
Yes 20(14) 118(86) 138(78) 
 
4.2.3. Survivor reporting patterns for sexual violence 
In this study, a review was undertaken to establish the time within which the survivors 
reported to the health facility.  The National Guidelines on the management of survivors of 
sexual violence stipulate time within which survivors are eligible for HIV Post Exposure 
Prophylaxis (PEP), and Emergency Contraceptives (eligible female clients not on any modern 
contraceptive method).  
Time of reporting post-assault: In order to establish the reporting patterns, this study 
made a comparison between the date when the sexual violation occurred as captured in the 
hospital records, against the date of initial reporting at the outpatient department. Most (84%) 
of the reviewed records across both health facilities had captured the date of the alleged sexual 
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violence and date of presentation of the survivor to the facility on the PRC register. Of all the 
sources of data utilized, only data from the PRC register could be used to establish the difference 
in time from the date when the alleged sexual violence occurred and date of reporting the same. 
. The reason for this is that layout of the PRC register makes it easier for the provider to capture 
both entries, as compared to the other forms.  In the PRC Register, a total of 128 cases (34.4% 
Gatundu; 65.6% Naivasha) were reported before 72 hours compared to 108 cases (54.6 
Gatundu; 45.4%), which were reported after 72 hours. However, 13 cases did not have the two 
dates indicated hence unable to determine the time difference.  In the context of sexual 
violence, only those survivors who present within 72 hours are offered HIV PEP as per the WHO 
guidelines, which stipulate that PEP should be given as soon as possible and within 72 hours.  
The documented first point of reporting: Eighty-two copies of the P3 forms which were 
retrieved from the two hospitals were reviewed for their completion, two from Gatundu and the 
rest from Naivasha hospital. The P3 forms indicate the date when the sexual violence occurred 
and filling in of the form is done. A reference number was given for every presenting survivor, if 
the incident was recorded in the occurrence book register and whether the survivor was 
referred to hospital, and if P3 is being completed elsewhere. The majority (84%) of the survivors 
who first reported to the police were females.  Survivors aged 18 years or less (79%) were more 
likely to report first to the police. The ages of survivors who reported first to the police before 
going to a health facility ranged from two years to 75 years, with the mean age of 17 years.  A 
further review indicated that more than half (57%) of the P3 forms indicated that the survivors 
had reported to the police within 72 hours from the date of the alleged sexual violence. 
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4.2.4. Post rape care services offered and documented 
The National Guidelines stipulate that survivors of sexual violence are eligible to receive post 
rape care services which include history taking, physical examination, evidence collection, 
laboratory tests and counselling. These services are offered from different service delivery 
points, as illustrated in Figure 10, below imply that survivors are required to move from one 
service delivery point to the other.  
 
It was established that in both facilities, the PRC services were located in different 
departments. A survivor was therefore required to follow different service delivery points during 
Figure 10: Patient flow pathway at the health facility 
*Source: Obtained from the National health sector SOPs on sexual violence 
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service uptake. As earlier mentioned, services at these departments were offered by different 
service providers. Each of these service delivery points needs to capture the survivor 
demographics and service offered.  A significantly higher proportion of the records obtained 
were from Naivasha (n= 666; 68%) compared to 317 (32%) from Gatundu hospital. This 
difference was statistically significant (p=<0.001). Most of the survivors accessed laboratory 
services. The review revealed that 401 (40.8%), of the records were obtained from the 
laboratory registers followed by PRC register (n=256; 26%), PRC Form (n=182; 19%), P3 (n=82 
;8%) and Trauma (register n= 62; 6%)  
Documentation of forensic evidence obtained from survivors  
The PRC forms reviewed indicated that contrary to the National Guidelines, the health 
providers only requested a selection of the specimens. The samples to be retrieved from 
survivors reporting in health facilities should include outer genital swab, anal swabs, skin swab, 
oral swab, high vaginal swab, urine, blood, pubic hair nail clippings, and any other foreign body. 
The samples are collected for either DNA or clinical treatment purposes based on the type of 
sexual violation reported.   
Not all the laboratory samples that were necessary were collected. A significant majority 
of samples collected were: 84.8 per cent blood for HIV test (p=<0.001), 82.7 per cent Urine 
(p=<0.001) for pregnancy and STI testing, 69.2 per cent Blood for VDRL and 67.8 per cent HVS 
(p=0.05). External swabs were taken from the outside genitalia from child survivors given that a 
speculum exam is not recommended for children as per the National Guidelines. The proportion 
of survivors who had anal and/or skin swabs collected was pretty low within both health 
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facilities. Only 18.6%, 5.2% 0.6% and 23.8% submitted samples, namely the external swab, an 
anal swab, skin swab, blood and for HB tests respectively. There was a significant difference in 
the number of survivors who submitted samples from external swab and blood for HB testing. 
Comparison by site showed marked differences in the proportion of survivors who had the 
various samples taken, with those from Gatundu hospital less likely to receive some tests. For 
example, only 8 per cent of survivors seen in Gatundu had their blood taken for HIV testing, 
compared to 92 per cent of survivors seen at Naivasha. Similar trends were observed in the 
proportion of urine samples, HVS and blood samples for VDRL screening, as indicated in Table 11 
below. 
Table 11: Forensic samples collected and documented 
Samples 
collected 
Collected Facilities Totals Chi-
Square 
P-value 
Gatundu Naivasha  




No 7(5) 138(95) 145(81.4) 45.532 <0.001 
Yes 16(52) 17(48) 33(18.6) 
HVS No 11(20) 45(80) 56(32.2) 3.916 0.048 
Yes 11(9) 110(91) 1216(67.8) 
Urine No 10(33.3) 20(66.7) 30(17.3) 12.643 <0.001 
Yes 13(9.1) 130(90.9) 143(82.7) 
Anal Swab No 67(23.3) 221(76.7) 288(49.7) 0.024 0.877      
YES 79(27.1) 212(72.9) 291(50.3) 
Skin Swab No  22(12.4) 155(87.6) 177(99.4) 0.148 0.701 
Yes 0 1(100) 1(0.6) 
Blood VDRL No 115(47.9) 125(52.1) 240(41) 112.018 <0.001 
Yes 31(9.1) 308(90.9) 339(49) 
Blood HIV 
  
No 10(8.7) 105(91.3) 115(76.2) 13.371 <0.001 




Survivor uptake of laboratory-related services 
A total of 401 entries in the laboratory register were reviewed. Most (68%) of the 
referrals to the laboratory were likely to be from the Outpatient Department (p<0.001). Table 12 
below illustrates that the most commonly offered tests were the high vaginal swab and/ or anal 
swab - 70% - followed by the HIV test - 67%. There was a statistical difference in samples 
documented in the two facilities. The likelihood of being offered these tests for survivors was 
much greater for those presenting at Naivasha compared to Gatundu.   
Table 12: Laboratory services documented 










No 104(57.1) 78(42.9) 182(45.6) 
108.7 <0.001 Yes 19(8.8) 198(91.2) 217(54.4) 
Hepatitis 
B test 
No 90(58.4) 64(41.6) 154(38.8) 
88.71`7 <0.001 Yes 33(13.6) 210(86.4) 243(61.2) 
Urinalysis 
No 92(59.7) 62(40.3) 154(38.6) 
98.322 <0.001 Yes 31(12.7) 214(87.3) 245(61.4) 
HIV Test 
No 114(63) 67(37) 181(31.6) 
1.96 <0.001` YES 32(8.2) 360(91.8) 392(68.4) 
Pregnancy 
Test 
No  98(40.7) 143(59.3) 241(60.4) 
27.617 <0.001 Yes 25(15.8) 133(84.2) 158(39.6) 
HVS Anal 
Swap 
No 45(38.5) 72(61.5) 117(29.3) 
4.525 0.033 Yes 78(27.7) 204(72.3) 282(70.7) 
It is worth noting is that not all survivors had their utilization of laboratory services 
documented in the laboratory register.  
Uptake of prophylactic treatment and documentation patterns 
Findings in this study show that Emergency Conception Pill (ECP) was recorded as being 
administered to 51 per cent of female clients. Survivors who had attended the Naivasha CH were 
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more likely to be recorded as having been administered ECP than those who attended the 
Gatundu CH (58.9%; p<0.001). HIV post-exposure prophylaxis (PEP) was recorded as being 
administered to 76 per cent of the survivors. (see Table 13 below).  










P-value Gatundu Naivasha  
n(%) n(%) 
ECP 
No 11 (12.9) 74 (87.1) 85 (49) 
78.9 <0.001 Yes 37 (41.1) 53 (58.9) 90 (51) 
PEP 
No  15( 26.3) 42 (73.3) 57 (24) 
9.65 0.008 Yes 88( 49.2) 91 (50.8) 179 (76) 
Further analysis of the data  presented in Table 13 above was undertaken to establish the 
proportion of survivors who presented within or after the initial 72-hour period important for 
PEP provision to be effective and within 120 hours for ECP provision to be effective. below 
demonstrates that of the survivors (data from PRC Register) 81.7% were provided with the initial 
doses of PEP within the 72-hour eligibility criteria for PEP.  PEP completion data were not 




















Gatundu Naivasha  
n (%) n (%) 








No  8(11) 65(89) 73(39.2) 68.551 
  
0.001 
  Yes 21(42.9) 28(57.1) 49(26.3) 
>18 years 
  
No 3(27.3) 8(72.7) 11(18.6) 8.612 
  
0.013 












Yes 63(50.4) 62(49.6) 125(68.3) 
>18 years 
  
No 1(16.7) 5(83.3) 6(10.2) 3.344 0.188 
Yes 25(48.1) 27(51.9) 52(88.1)   







No 3(6.7) 42(93.3) 45(35.4) 29.662 
  
<0.001 
  Yes 17(31.5) 37(68.5) 54(42.5) 
>120 hrs.  No 8(22) 28(77.8) 36(33.3) 3.611 
  
0.057 








No 5(27.8) 13(72.2) 18(14.3) 1.788 
  
0.409 
  Yes 36(35) 67(65) 103(81.7) 
>72 hrs. No 8(26.7) 22(73.3) 30(28) 14.113 0.001 
Further analysis by age indicated that some survivors less than the reproductive age of 
nine years still received ECP, (2%), despite not yet having begun puberty and therefore not a risk 
for pregnancy. Additionally, up to 15 per cent of the survivors who presented at the clinic 
beyond 120 hours from the time of the alleged violation received ECP. Beyond 120 hours, ECP is 
hardly efficient in conception prevention. The importance of this is confirmed by the small values 
of p=<0.001 for gender, age and time of survivors’ presentation at the health facilities for the 
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administration of the ECP. A larger proportion of more than 50 per cent had presented 
themselves for PEP within 72 hours and this was significant at p< 0.002. 
Survivor utilization of trauma counselling services  
In Kenya, survivors are often referred for counselling upon receipt of the clinical and 
investigative services. In this study, data on the number of sexual violence survivors had received 
trauma counselling and which service delivery point they were referred from was obtained.  A 
total of Sixty-two Trauma counselling forms were reviewed. Table 15 illustrates that more 
females than males received trauma counselling, as did those aged 19 years (75.8 %) or less. In 
addition, in both facilities, clients who had experienced a penile-vaginal type of sexual violence 
were more likely to be referred for counselling that those who had not. 
Table 15: Clients documented to have received trauma counselling 






Sex    Male 14 (23.7) 1 (33.3) 15 (24.2) 
Female 45 (76.3) 2 (66.7) 47 (75.8) 
Age <=19yrs 44 (74.6) 3 (100) 47 (75.8) 
20-29yrs 5 (8.5) 0 (0) 5 (8.1) 
30-39yrs 5 (8.5) 0 (0) 5 (8.1) 
>=40 yrs. 3 (5.1) 0 (0) 3 (4.8) 




Defilement  37 (62.7) 2 (66.7) 39 (62.9) 
Rape  18 (30.5) 1 (33.3) 19 (30.6) 
Not indicated 4 (6.8) 0 (0) 4 (6.5) 
 
There was no statistical significance of uptake of counselling based on sex and age of 




Table 16: Multivariate analysis of counselling uptake by sexual violence type 
Variable OR 95.0% CI P-value 
Sex 1.562 0.257-9.497 0.628 
Anal 0.643 0.076-5.467 0.686 
penile anal 0 0 1 
Vaginal 0.836 0.217-3.23 0.795 
vaginal Anal 8.87E+08 0 . 
age recorded(1) 0.436 0.114-1.665 0.224 
 
 
4.2.5. Documentation of services offered using medico-legal forms to track uptake and 
follow up of survivors  
Follow up of cases of sexual violence accessing services is documented on the PRC 
register based on the complaint captured in the PRC form and services one is referred to. Of the 
256 PRC register forms analyzed, 96 per cent of them indicated the survivor had a PRC form 
completed for them indicating all the referrals made.  However, the follow up of cases to ensure 
survivors received P3 form was as low as 13 per cent, with those from Naivasha hospital who had 
P3 forms were at 33% compared to survivors from  Gatundu at 9 per cent as illustrated in Figure 
11 below. There was statistically significant (p<0.001) dependence between documentation of 







Figure 11: Proportion of survivors with medico-legal documentation 
From the above analysis, it is not clear how providers tracked survivors accessing the 
different services without documenting the same in the PRC register, PRC and P3 forms.   
4.2.6. Measures in place to enhance maintenance of the chain of Custody 
As indicated in Error! Reference source not found.below, the majority (93%) of the 
original 182 PRC forms were given to the Police as part of the evidence of the chain of evidence 
process and duplicates were given to the survivor (86%). The odds of the survivors who 
presented at Naivasha hospital were more likely to be given copies of the PRC (OR = 2.15, 95% 
CI= 5.552 – 10.302, p<0.0001). Only 2 per cent of PRC forms documented had been signed by 
the police officer as required by the guidelines one of those who presented at Naivasha hospital 
had had their forms signed. This shows severe gaps in the chain of evidence and accountability 

































n (%) p-value 
Signed by doctor 21 (91.3) 152 (95.6) 173 (95.1) 0.318 
Signed by police 4 (17.4) 0 (0) 4 (2.2) <0.001 
Duplicate Copy to survivor 16 (69.9) 140 (88.1) 156 (85.7) 0.027 
Original Copy to police 19 (82.6) 151 (95) 170 (93.4) 0.048 
 The study also sought to establish the coordination that exists between the police and 
health workers through the maintenance of the chain of custody of the document. Both police 
and health workers are required to sign the PRC form for it to be regarded as medical evidence. 
The study findings show a significance of <0.001 of the forms filled in Gatundu.  
4.2.7. Pathways for trauma survivor entry point into the health care system   
Table 18 below indicates that survivors who reported trauma were all from the Gatundu 
facility with a higher proportion of survivors being female at 41(73.2%). The majority 45 (76%) of 
the trauma counselling forms indicated that the survivors were referred from the police station 
to the hospital with counselling (Voluntary Counselling and Testing-VCT) being at 2 (2.3%), as the 
first point of entry after the alleged sexual violence among the survivors reporting trauma. It was 




Table 18: Pathways for entry into care 









Gatundu CH 45 (80.4) 6 (10.7) 3(5.4) 2 (3.6) 56 (100) 
Naivasha CH 0 (0) 0 (0) 0 (0) 0 (0) 0 
Sex 
   
  
Male 14 (93.3) 0  1 (6.7) 0 (0) 15 (26.8) 
Female 31 (75.6) 6 (14.6) 2 (4.9) 2 (4.9) 41 (73.2) 
Age 
   
  
<=19 yrs. 30 (73) 6 (15) 3 (7) 2 (5) 41(73.2) 
20-29 yrs. 5 (100) 0 (0) 0 (0) 0 (0) 5 (8.9) 
30-39 yrs. 5 (100) 0 (0) 0 (0) 0 (0) 5(8.9) 
>=40 yrs. 3 (100) 0 (0) 0 (0) 0 (0) 3(5.4) 
Not indicated 2 (100) 0 (0) 0 (0) 0 (0) 2(3.6) 
 
4.2.8. Uptake of services from the police station and referral pathways by demographics 
and type of sexual violence 
 
Table 19 below shows a total of 94 Occurrence Book (OB) records, 93 charge sheet forms 
and 89 court forms were reviewed for cases reported to the police stations and thereafter 
entered into the court records.  It further demonstrates that the greatest proportion of those 
who reported to the police station and had their sexual violence cases heard at the respective 
courts were females (241(87.3%) and the survivors aged below 18 years were the majority of the 
victims at 233 (84.4%).  
The police officer to whom the case of the alleged sexual violence was reported was 
required to record the date of the alleged sexual violence and the date the report is made. 
Analysis of the 92 records in the OB registers (not presented in Table 19 below) showed that 
most forms (72%) did not have either or both dates, making it hard to determine whether there 
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was the time difference from date of the alleged sexual violence to the date the report was 
made.  
Table 19: Cases captured in the police and court registries 
Variables Description 














Court OB Register 
n(%) n(%) n(%) 
Sex 
Male 15(42.9) 14(40) 6(17.1) 35(12.7) 
5.113 0.78 Female 78(32.4) 75(31.1) 88(36.5) 241(87.3) 
Type of 
assault 
Other 0 2(66.7) 1(33.3) 3(1.1 
10.861 0.028 
Rape 7(20.6) 8(23.5) 19(55.9) 34(12.5) 
Defilement 84(35.9) 79(33.8) 71(30.3) 234(86.3) 
Age 
No age recorded 3(15.8) 2(10.5) 14(73.7) 19(6.9) 
17.429 0.002 
<18 years 82(35.2) 82(35.2) 69(29.6) 233(84.4) 
>18 years 8(33.3) 5(20.8) 11(45.8) 24(8.7) 
Facility 
Gatundu 54(36.7) 50(34) 43(29.3) 147(53.3) 
3.3 0.192 Naivasha 39(30.2) 39(30.2) 51(39.5) 129(46.7) 
 
 Binary logistic regression analysis indicated that age(p=0.994), facility type(p=0.999) 
and sex(p=0.678) of the participants were not significant predictors of the cases being entered in 
police records.  
Uptake of referral by survivors from different departments and institutions  
According to the national multi-sectoral standard operating procedures for sexual 
violence, service providers are required to refer survivors for appropriate services. These include 
police, shelters, legal aid, counselling services and test facilities, support groups, children’s 
department or any other institution based on the need presented by the survivors. These 
referrals can be to service delivery points within the same facility or other health facilities, 
and/or to non-health-related sexual violence survivors’ services or institutions. Data collected 
from PRC forms and register indicate which services survivors were referred to. Also, similar 
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information is captured in the trauma counselling forms. However, there is a lack of a 
mechanism in place to notify the referring agent as to whether the survivor actually attended to 
the referral given. This section outlines findings on how referrals are effected.  
Referrals within the health facility should be indicated on the PRC Form that is filled in at 
the Outpatient Department by the clinician and trauma counselling form at the Trauma 
Counselling Centre. Table 20 below shows the greatest number of referrals within the health 
facility, according to the PRC forms, majority of the referrals were for the laboratory tests (74%) 
and the least was to the Comprehensive Care Clinic (2%) for HIV PEP and further clinical 
management. Despite the low numbers of referral to some of the services, the records 
demonstrated that the medical examiner was aware of the availability of these services within 
the health facility for the sexual violence survivor.  It is however unclear as to whether they used 
other mechanisms besides documenting on the PRC form to refer the survivors outside the 
health facility. The PRC form does not capture any further follow-up data whether the survivor 
took up these services.  Hence, it’s difficult to follow up on whether survivors attended the 
services referred to at all like counselling. For example, there was no way to tell if the sexual 
violence survivor was counselled once or completed all the five recommended counselling 
sessions after a referral from OPD to a trauma center. The recommended counselling schedule is 
that the first session should occur at the first point of reporting, the second session, one week 
after the sexual violence, the third visit at week two (post-sexual violence), the fourth visit at 
week four or six, and the last visit, three months’ post-sexual violence.  The review of the trauma 
counselling forms revealed that the majority (84%) of the survivors who initially received trauma 
counselling sessions, STI prevention and HIV testing referrals had a statistically significant 
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dependency with the facility offering the service (p<0.05). However, the uptake of the trauma 
counselling forms in both facilities indicated whether the clients took up the referrals for 
subsequent counselling sessions within the facility or not.  







n (%) p-value 
PRC Form Referrals (n=182) 
Laboratory Tests 18 (78.3) 115 (73.2) 133 (73.9) 0.419 
HIV Testing 17 (73.9) 113 (72.0) 130 (72.2) 0.533 
Trauma Counseling 17 (73.9) 88 (56.1) 105 (58.3) 0.079 
Outpatient Department 19 (82.6) 62 (39.5) 81 (45) 0.000 
CCC 0 (0) 6 (3.8) 6 (3.3) 0.435 
Trauma Counselling Centre Referrals (n=62) 
Trauma Counselling 52 (88.1)               0 (0) 52 (83.9) 0.003 
STI prevention 47 (79.7) 0 (0) 47 (75.8) 0.012 
HIV Testing 45 (76.3) 0 (0) 45 (72.6) 0.018 
Pregnancy Test 17 (28.8) 0 (0) 17 (27.4) 0.375 
Baseline Investigation (OPD) 7 (11.9) 0 (0) 7 (11.3) 0.694 
Laboratory Tests 3 (5.1) 0 (0) 3 (4.8) 0.860 
PEP 2 (3.4) 0 (0) 2 (3.2) 0.905 
Documentation of cross-institutional referrals   
Table 21 below shows whether the PRC Forms and Trauma Counselling forms indicated any 
referrals to facilities or services in sectors outside of the health sector for sexual violence 
survivors. Both PRC forms and PRC register indicate that the majority of the sexual violence 
survivors were referred to the police station to report their cases (82% and 87% respectively). 
The trauma counselling forms seem to capture most of the external referrals for post clinical and 
psychological management. However, in both sites, hardly any of the sexual violence survivors 
were referred to safe shelters (2%).   
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Police 17 (73.9) 133 (83.6) 150 (82.4) 
Legal Service 16 (69.6) 60 (37.7) 76 (41.8) 
Shelter 0 (0) 3 (1.9) 3 (1.6) 
PRC Register 
Police 75 (69.4) 145 (99.3) 220 (86.6) 
Legal Services 9 (8.3) 145 (99.3) 154 (60.6) 
With every new sexual violence case presented at either the health facility or police 
station, a reference number should be issued that matches the one at each service. However, 
the records show that the reference numbers did not match at different service delivery points 
and institutions outside the facility. This has led to difficulty in tracing a survivor both within the 
health facility and across the different departments, and from the other referral institutions into 
the facility.  
Summary  
The findings presented in this study concur with those generated through previous 
studies on the provision of post rape care services in Kenya (Ajema et al., 2011a, Gatuguta, 2018, 
Wangamati et al., 2017a).  In these studies, the need for a strengthened, collaborative approach 
to address sexual violence has been reported. However, findings of this study go a step further 
to show that while there are mechanisms to facilitate the cross-sectoral collaboration in 
response, huge gaps still exist. More so in the use of existing national sector-specific sexual 
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violence data reporting tools to not only document services offered but also make room for 
tracing and following up of survivors referred from one sector to the other.  
In this study, the high reporting of cases of sexual violence amongst children was noted. 
Violence against children has been noted with concern in other surveys (UNICEF, 2012; UNICEF, 
2014a). The recent violence against children survey (2019) conducted in Kenya showed that 
nearly half of females (46%) and more than half of males (56.1%) experienced childhood violence 
in Kenya. In addition, 63 per cent of females of childhood sexual violence experienced multiple 
incidents. The survey further revealed that only 41 per cent of female survivors of childhood 
sexual violence disclosed the incident to anyone. Also, only 12 per cent of females sought 
services, and 10.7 per cent successfully received services, and 3.2 per cent males sought 
services, and 3.2 per cent received the services (Ministry of Labour and Social Protection,2019). 
The gaps in reporting could be linked to fear of shame, lack of social support to facilitate 
reporting of cases of child sexual abuse, or lack of knowledge of where to seek help. 
Delayed reporting of care or uptake on follow-on referrals could be associated with the 
normalization of violence due to prevailing social and gender norms. This has an impact on 
future victimization of survivors or increased risks to negative mental, and other health 
outcomes.  
Weak data capture and reporting mechanisms across the institutions offering post rape 
care services is a key contributor to the poor quality of care available to survivors. In addition, 
lack of data also impedes healthy discourse amongst stakeholders at a multi-sectoral level on the 
requisite measures to enhance timely and comprehensive services to survivors presenting across 
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the different levels of care. While efforts exist towards enhancing data capture at service 
delivery points, there remains a gap on unified identifiers to enable tracing of survivors accessing 
services across different service delivery points, and institutions. Consequently, the review of the 
referral chain is only possible through the availability of data from the first point of reporting, 




Chapter 5  SERVICES OFFERED TO SURVIVORS OF SEXUAL VIOLENCE, REPORTING AND REFERRAL 
MECHANISMS: QUALITATIVE PERSPECTIVES 
5.1. Introduction  
This study sought to generate empirical evidence to the practices observed in the 
provision of services to survivors of sexual violence and the predisposing factors to survivors 
reporting of cases.  This section provides insights obtained from interviews with health providers, 
police, officers from the children’s department, survivors of sexual violence or guardians of 
survivors aged below 18 years accessing services. In addition, the study aimed to highlight the 
present approaches utilized in the referral of cases of sexual violence  
In this chapter, the results are presented by respondent type and the themes generated 
from the interview sessions. The themes were drawn from research questions centered on 
answering key questions on the practices observed in the provision of care and referral of 
survivors. For service providers, the key questions asked revolved around the description of 
survivors who report cases of sexual violence, type of services offered, where survivors opt to 
report cases of sexual violence, approaches utilized in referring survivors, and existing gaps in 
cross-sectoral referrals and coordination. For survivors and their caregivers, the focus was placed 
on their first point of reporting cases of sexual violence, knowledge of where to report, services 
received, referrals given and their uptake of the same.  
Responses obtained from the different questions were grouped into themes. However, 
some of the responses cut across more than one theme resulting in the collation of certain 
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themes or using responses obtained from one theme to complement other themes. In this 
section, I present the findings into three categories: 
• Service provider perspectives in the provision of PRC services with a focus on the 
predisposing and enabling factors to report by survivors. 
• Survivors and caregiver experiences with service utilization to draw out what they 
consider as their need for reporting,  
• Referral mechanisms to highlight how the layout and organization of service flow 
mechanisms impact on service utilization by survivors.  
In this section, I will highlight how the various factors outlined in the Anderson Model are great 
determinants to the reporting of cases and uptake of services.  
5.2. SERVICE PROVIDERS PERSPECTIVES ON SEXUAL VIOLENCE 
 This section outlines perspectives on cases attended to. They were obtained from health 
care providers, police officers, and officers from the children's department.   
5.2.1. The characteristics of survivors reporting cases of sexual violence at the health 
facility and police stations 
Respondents were required to provide insights into the socio-demographics of survivors 
who report cases of sexual violence with a focus on age, sex and socio-economic status. The 
questions asked included- i)-How many survivors of sexual violence received post rape care 
services over the last six months? and (ii) Who are most of the clients you see? 
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Health care workers interviewed reported to have attended to 90 and 100 cases of sexual 
violence in Gatundu and Naivasha hospitals, respectively in their course of the involvement in 
post rape care service delivery within in their facilities. Health care providers and policymakers 
interviewed provided their impressions of the socio-demographic characteristics of the sexual 
assault survivors to whom they provided services. According to the providers, most of the 
survivors who they had attended to in Gatundu and Naivasha health facilities were both boys 
and girls on average aged 15 years.   Gatundu hospital registered the highest number of minors, 
below 10 years. The majority of these were boys. In contrast, Naivasha hospital had the majority 
of minors as girls of around 15 years of age.  
The providers reported that some survivors were from middle-class families, while others 
came from families with a low socioeconomic status. In Naivasha, it was reported that some of 
the survivors had either been abandoned by their parents or were being raised by single parents, 
their stepmothers, or grandmothers. The low socio-economic status of the caregivers increases 
the vulnerability of children to continued exposure to sexual abuse.  As one participant stated: 
“There are *in* some instances where the social-economic status is low. Because like the majority 
of them come from the side of Karagita.  Karagita is an area which is economically low because 
most of the people who reside there work in the flower farms. You find that when children are left 
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by their mothers, they are raped by people who are known to them, so that is why I’m saying 
[they] there are those areas where their economic status is low…” (Male Policymaker, Naivasha) 
“[They] there are primary school-going children mostly defiled by their close relatives. Most of 
them are from the middle social class” (Female Counsellor, Gatundu Hospital) 
 One provider mentioned that some of the survivors, are not only school-going children 
but are also orphans. However, there were reported cases of abuse of toddlers < 3 years, youth 
and adult men and women. 
“Most of the survivors let me say [they] are [e] primary school-going children and apparently it is 
like they are children from poor backgrounds, and maybe their mothers work in the flower farms, 
and so you find those children are disadvantaged and [orphaned] too.” (Female counsellor, 
Naivasha hospital) 
 While the study did not set out to establish provider perspectives on perpetrators of 
sexual violence, this emerged in the context of the discussions on underlying reasons why there 
are instances of delayed reporting of cases of sexual violence.  Health providers reported that 
perpetrators of sexual violence could either be close relatives, strangers, or persons well known 
in the community. In both facilities, most of the health providers reported that the perpetrators 
were persons well-known to the family, and some were even relatives. In some instances, 
perpetrators were the sole breadwinners hence challenging for some of these cases to be 
formally reported to the health facilities or police station due to fear of ostracization of the 
survivor by their immediate and extended family members. 
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“One of the cases that ended recently involved a standard five, about thirteen years, she was 
defiled by the father. We have another one here in class five, but she was abused from standard 
three and was reported when she was in class five, and she was like retarded and could not 
perform properly. She was forced to repeat class five, and she was defiled by the father. I hear the 
father was released on bond, and the case has not been heard for us to be able to know how it is. 
We have another one [of] from class three, and she was defiled by father, and she is also waiting 
for the case to begin.” (Female in charge of Children’s home, Naivasha) 
Health providers reported that exposure to sexual violence within home settings presents a 
challenge to most child survivors. The reason for this mainly revolves around the inability to 
provide protection to survivors from further abuse due to lack of rescue centers for survivors.  
Fear of revictimization was also cited as a barrier to reporting of known perpetrators. 
5.2.2. Limited knowledge of available services hinders survivor access to services 
 Healthcare providers reported that lack of information held by members of the public on 
when to report sexual violence incidents resulted in some of the survivors delaying reporting 
incidents and seeking treatment from the hospital. This implied that the evidence might have 
already been destroyed and, in addition, that the survivor might not be able to get HIV 
prophylactic drugs to prevent infection. 
“Some of the challenges is that some of the survivors come when they are late and being late, I 
mean they come after seventy-two hours though not many” (Female Counsellor, Naivasha) 
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It was reported that the public did not have sufficient information on what to do and 
where and when to report incidents of sexual violence. According to the legal aid team, lack of 
information also resulted in the survivor inadvertently damaging evidence by washing or being 
encouraged to wash themselves and their clothing first before the examination, thus losing 
evidence that would have been key in the case determination.  
“The biggest challenge is lack of information by members of the public, some of them are messing 
with the evidence they clean these girls [survivors], they clean their clothes and all that.” (Male 
Lawyer, Naivasha) 
5.2.3. Multiple factors influence the choice of the first point of reporting of cases of 
sexual violence  
 The National Guidelines on the management of sexual violence in Kenya stipulate the 
need for timely reporting of cases of sexual violence for purposes of provision of HIV and 
pregnancy prophylaxis and retrieval of forensic evidence. However, it remains the survivor’s 
prerogative as to where to report a sexual violence-related complaint - whether to the police or 
health facility.  Respondents were asked to share their perspectives on what informs a survivor’s 
choice on where to report their complaints. The responses to this question were grouped into 
three themes, namely preferred the first point of reporting, the underlying reasons to non-
reporting of cases, and motivators for reporting. These are expounded below.  
Hospitals, police stations and schools are the first points of reporting 
 In Kenya, survivors of sexual violence have the option of choosing where to first report 
for medico-legal and/or psychosocial support. The most preferred first point for reporting a 
sexual violation by the survivors in both counties was found to be first to the hospital, then the 
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police station. In Naivasha, most of the survivors reported to the school before seeking health-
related services in the company of their teachers. In Gatundu, survivors reported first to the 
hospital then to the police. In Naivasha, it was reported that in some instances, survivors 
reported to the nearest police station either in the company of chiefs or local administrators. 
This was attributed to reluctance by some providers to attend to cases of sexual violence before 
they are reported to the police station. This was due to the Sexual Violence Act of 2006, which 
states that sexual violence is a criminal offence. 
“Most of these people [they] stay within the chief’s area, the AP (police) lines; so, they report to 
them, and they are sent to the police station, and that’s when they come here to report.” (Female 
Police Officer, Naivasha) 
“When we refer the survivor to hospital in most cases, we do escort them, so we go there we 
introduce ourselves, and then we tell them we do have a defilement case, and they come at odd 
hours like 3 a.m. They will be given a letter […] [then referred] to hospital for the check-up. 
However, from the hospital, they just send them verbally. 
Interviewer: They don’t come with any note 
Respondent: they just tell them to go fetch a police officer or go to the police like that verbally. 
Interviewer: Like before they are given treatment, or they get treated first then they are referred 
to you? 
Respondent: No 
Interviewer: How is it done? 
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Respondent: They […] [neither] treat them nor examine them; they just tell them this is a police 
case go and report to the police first.” (Female police Officer Gatundu) 
The above feedback by the police was, however, found to be contradictory to the response 
given by a counsellor from Naivasha who reported that “after getting the treatment and the 
counselling, there is the filing of the PRC forms and then we send them to the police station where 
they report, and it is recorded in the OB then they receive the P3 and come back for the form to 
be filled in”. 
Healthcare providers in both health facilities reported that the health facilities are often 
preferred due to the confidence community members have in the health providers, the need to 
prevent contamination and/or degradation of forensic evidence, and to avoid unintended 
pregnancies and STI/HIV infections. The following reflects these reporting processes: 
“Most fear of HIV infection. They come to us first; we give then prophylactic treatment. They are 
referred to the police later. But most come after they have reported” (Male Clinical Officer, 
Naivasha hospital). 
“In terms of evidence, most of them want to preserve such evidence since they are accompanied 
by their parents” (Male Clinical Officer, Gatundu hospital). 
However, according to the health providers interviewed, not all survivors reported to the 
hospital within the stipulated time of 72 hours for HIV prophylaxis medication, 120 hours for 
pregnancy prevention and immediately for forensic evidence retrieval. Some of the reasons 
given for this practice included limited knowledge on the time limitations for the various 
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interventions, while other reasons included the stigma associated with sexual violence at 
household, in schools and community levels. Survivors do not always take themselves to the 
police or health facilities. There are instances where they are escorted. In this study, both police 
officers and providers mentioned instances where survivors get accompanied to the hospital by 
police, the area local chief, village elders, children’s officers and/or their parents/guardians. 
This study also involved children officers drawn from the County children department 
mandated with reinforcing national child protection mechanisms. In Gatundu, it was also noted 
that most of the cases of sexual violence were reported to the children’s officers by the survivors 
parents, the chiefs and also volunteering children officers in an effort to seek help and guidance 
on the next course of action after the violation had occurred. The police officers also received 
parents and guardians who reported to them for assistance in arresting the perpetrator, before 
reporting to the hospital.  The main reason for those reporting to the hospital first (especially in 
Gatundu), was due to the fear of becoming infected with HIV and other Sexually Transmitted 
Infections (STIs) and the desire for testing or treatment. Other reasons provided by those caring 
for survivors included being able to have forensic evidence retrieved by health providers, in 
addition to obtaining a duly filled in P3 form so as to initiate the legal process. 
“I brought him because I feared he might have been infected with a disease, any kind of disease, 
HIV/ AIDS, or any other” (Female guardian to a 10-year-old male survivor, Gatundu Hospital). 
A variation to the department where survivors first reported to within the two hospitals 
was noted. For example, in Naivasha, survivors first present themselves to the Outpatient 
Department (OPD) for triaging, initial history taking to establish nature of complaint and 
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treatment to be provided, issuance of prophylaxis, examination and retrieval of forensic 
evidence before being referred to a counsellor stationed at the youth center within the health 
facility. In Gatundu, on the other hand, upon presentation at the outpatient department, the 
survivor is referred to the Comprehensive Care Clinic for further management, including trauma 
counselling. All these departments are handled by different providers who also attend to all the 
other patients with other health concerns, and not just survivors of sexual violence. This implies 
that survivors end up queuing for services upon referral from other departments if they are not 
escorted across departments. In addition, they are compelled to narrate their ordeal at each of 
these service delivery points, which is a traumatic experience. Finally, these departments are 
spread out in the facility (with distances of between 10 meters to 50 meters, from one to the 
next) which survivors have to cover on foot. 
Cultural taboos and fear of victimization impede reporting of cases of sexual violence  
Counsellors interviewed indicated that some of the survivor’s family members sometimes 
decided to hide the sexual violence incident and not report it to the police for fear of the 
perpetrator being arrested. This was more pronounced in cases where the perpetrator was a 
family member (father, spouse, sibling), the breadwinner, or someone well known to the family. 
According to health providers in Gatundu, the stigma and shame associated with sexual violence 
contribute to the non-reporting of sexual violence. Fear of exposing the survivor to harm from 
the extended family was also reported as a barrier to help-seeking. Some of the survivors 
delayed reporting the incident either due to lack of knowledge on where to report, available 
services, or fear of disclosure of the abuse due to stigma. This delays survivor getting to the 
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hospital for treatment within the recommended 72 hours, expose them to infections as a result 
of sexual violation. 
“We have tried to do some awareness insisting that they should report to the hospital so that 
they can get treatment and care and especially the issue of rape and the 72 hours. Majority of the 
people now are conscious about it, so I believe that is why they first of all report to the hospital so 
that they can get the treatment before going to other areas. Yes, there those who come because 
[…]majority of them […} [have been first prompted by] the awareness that has been done in the 
community […] [They], come to the hospital and then they go and report to the police. From the 
hospital to the police, they are quite aware, but with other institutions, they ask for help” (Female 
Counsellor, Naivasha Hospital). 
Non-reporting of sexual violence was also noted in incest cases which, according to cultural 
practices are locally arbitrated by clan elders and not police officers who do not ascribe to the 
clan ethos.  
“… sometimes a case comes here, and they just say[…] you just want to finish it at home because 
somebody who did it was an uncle or family members, so we don’t want it to be a police case”- 
(Female Police Officer-Gatundu). 
Children’s officers stated that many cases of sexual violence were not reported in Gatundu, as 
compared to Naivasha. “…. the client refuses to report and go to the hospital for treatment. 
Family members choose to hide the assault and deal with it amongst themselves” (Female 
Counsellor, Gatundu hospital). 
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The fear of reporting was also associated with the age of the survivor and cultural taboos 
on discussions around sex. According to one police officer in Gatundu, elderly survivors find it 
difficult to report their ordeal to police as most of the cases are handled by police officers that 
are young enough to be their children. 
“I have seen a case of an old woman of about 85 years, who was raped by a boy of about 20 
years of age. Such persons become shy to report to us due to the age barrier and taboos around 
them discussing topics around sex” (Female Police Officer, Gatundu police station). 
 However, one police officer reported that awareness creation sessions conducted at the 
community level place emphasis on the police station as the first point of reporting. Reasons for 
this was to enable survivors to receive the P3 form before heading to the hospital for the form to 
be filled by a trained health provider. Both police and health providers interviewed in Naivasha 
mentioned that survivors mostly reported to the police first hoping that the suspect would be 
arrested faster. 
“You see. When the chiefs have their barazas, they enlighten people when you get such a case the 
first place you are supposed to report is the police. Nowadays, villagers here are aware of such a 
thing has occurred to you, you report to the police” (Male police officer, Gatundu). 
 Efforts have been made to address some of the fears that community members have in 
reporting cases of sexual violence. In Naivasha hospital, the social workers reported that there 
had been a lot of community sensitization and public awareness on what needed to be done in 
the event of sexual violence, making the public more cognizant of what procedures to take. 
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Sensitization was done through the chief’s barazas and Information, Education & Communication 
(IEC) materials-mainly posters, within the facility. It was therefore within the public domain and 
knowledge to report first to the hospital for treatment within the shortest time possible 
(preferably in the first 72 hours). 
“Maybe because a lot of sensitization has been done, and also people are aware that if anything 
happens, they should first go to the hospital before they go to any other place for evidence 
collection” (Female Social Worker, Naivasha). 
Fear of contracting infections motivates survivors to report to health facilities 
Health providers interviewed indicated that in most instances, survivors opt to report to 
the health facility out of fear of contracting infections such as HIV/STIs, the awareness creation 
that has been done on the importance of reporting, and in some instances due to the key role 
played by health facilities in the retrieval and preservation of forensic evidence. In some 
instances, survivors choose to report to the police station in order to obtain the P3 form, which 
is key for legal determination of cases of sexual violence. 
“… And we know most of the time when they report to the police station, they are given the P3. 
And the P3 cannot be filled without the PRC form. So, the PRC forms are filled” (Female 
counsellor, Naivasha Hospital). 
“…. they need to see the doctor because it is traumatizing they need someone they can talk to 
[…], and then in case […] there is the risk of getting an infection they need to be treated and then 
if it’s a minor they have injuries they start bleeding so they have to see a doctor”  (Male Medical 
Officer, Gatundu Hospital). 
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There was also a mention of sensitization sessions being focused on enlightening the 
community on the importance of timely reporting to the hospital for treatment and prophylactic 
treatment. As a result, one mentioned that,  
“Majority of the people now are conscious about it, so I believe that is why they first of all report 
to the hospital so that they can get the treatment before going to other areas” (Female 
Counsellor, Naivasha Hospital). 
5.2.4. Diverse services available to survivors at the health facility  
The providers were asked to mention the type of services offered to survivors accessing 
care at their facility. According to the health providers reached, the services offered included 
physical examination and treatment, preventive care, counselling and referrals for non-medical 
services. These services are those that are supposed to be provided in accordance with the 
sexual offence Act medical treatment regulations (2012) and are offered free of charge.  
Availability of prophylaxis for HIV and pregnancy prevention 
Providers from both hospitals reported that survivors who present within the 72 hours 
post assault were offered the first dose of HIV prophylactic treatment. Female survivors who 
reported to the facility within 120 hours after the violation and were assessed not to be using 
any other contraceptive method were offered emergency contraceptives to prevent pregnancy. 
Both male and female survivors were put on STI syndromic management.  Thereafter, survivors 
were given a physical examination, after which followed forensic evidence retrieval and 
laboratory tests. Preventive services were, however, only offered to those who presented within 
the stipulated timelines as per the National Guidelines.  
135 
 
“They (survivors) are registered; we don’t charge them anything. They go to the clinician who 
takes the history, examination and treatment. We deal with the medical part where we test and 
treat for STIs. We give emergency contraceptives in case of pregnancy. We give them PEP to 
prevent HIV. ….. After physical and pelvic examination, we do a lab test to test for pregnancy, 
vaginal swab, we do VDRL, urinalysis, hepatitis B, hemoglobin test because some of these 
prophylactic drugs have some side effects, …” (Female Clinical officer, Naivasha hospital). 
“PEP is given immediately and ECP. Mostly they are the drugs that are usually given first in 
consideration of the time. Then from there, that is when they go for the examination, the 
laboratory then they go to the pharmacy to collect the other drugs, then they come for 
counselling” (Female counsellor, Naivasha hospital). 
Survivors receive the immediate prophylaxis within day one to three of reporting to a 
health facility. However, in some instances, reporting is done to facilities over public holidays or 
on weekends, and past 5 p.m.--when the pharmacy and laboratory services are unavailable--
poses a barrier to survivor’s receipt of these essential services.  
Survivors undergo physical examination and treatment of injuries at the hospital  
Health providers interviewed stated that survivors undergo a history taking, and physical 
examination before they receive prophylaxis or have their injuries managed. According to the 
health providers interviewed, the physical examination is undertaken to assess the level and 
extent of the injury and determine post rape care package to be offered in accordance with the 
provisions stipulated in the National Guidelines. All survivors are exposed to this phase as it helps 
generate information that is filled into the PRC and P3 forms. The examination was carried out in 
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both facilities undertaken at the outpatient department before the survivor is referred to the 
laboratory for the requisite investigative tests, and further on to the counsellor for psychosocial 
support. 
“...with the physical examinations, they are done in the outpatient where they report. But if, as I 
said, if there is anything that needs further examination that is when we admit” (Female 
counsellor, Naivasha hospital). 
“. they need to see the doctor because it is traumatizing they need someone they can talk to 
someone, and then in case maybe there is the risk of getting an infection they need to be treated 
and then if it’s a minor they have injuries they start bleeding so they have to see a doctor” 
(Female medical officer, Naivasha hospital). 
Both physical examination and history taking occur hand in hand with the completion of 
the PRC and P3 forms. In both facilities, no counselling services are offered at the OPD or during 
the physical examination due to the absence of trained trauma counsellors at the OPD. Another 
reason is the high caseload of patients presenting with other non-sexual violence-related health 
concerns at the OPD (also referred to as emergency department in some facilities). It was also 
reported that documentation of the physical examination process does not always occur in 
tandem with the documentation due to the workload and amount of time required to fill in a 
PRC and P3 form during the examination, approximately 45 minutes to one hour. 
Rape trauma counselling services available to survivors 
In both health facilities, the survivors were referred to a trained counsellor based in the 
facility, to offer psychosocial support to them. This happened after the physical examination, and 
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history taking had been done, and prophylaxis issued to the survivors. At the OPD, the clinicians 
indicated that they only provide information to the survivors on the services they will receive at 
the health facility and direct them to the service delivery areas where they would get these 
services, namely the laboratory, counsellors, and wards (in cases where there was the need for 
hospitalization of a survivor for further management).  Counselling services were also offered in 
follow up sessions to ensure that the survivor completed all the treatment and was able to get 
therapy for any mental or emotional trauma experienced. 
“I do adherence counselling, pre and post-test counselling, HIV testing, the importance of PEP and 
pregnancy prevention, importance of taking Sexually Transmitted Infection (STI) drugs and 
adherence to the clinic appointments” (Female counsellor, Gatundu Hospital). 
“when they come they are seen by the clinician, registered in the registry which is free they go to 
the clinician, they are sent to the laboratory, and after they are reviewed, to the pharmacy for 
collection of drugs, that is antibiotics and any other treatment that they could require depending 
on the severity of the client. They come for trauma counselling then we discharge them” (Female 
counsellor, Naivasha hospital). 
However, providers from both health facilities reported that sexual violence-related 
trauma counselling services are only available during weekdays between 8 a.m. to 5 p.m. 
Survivors who report outside this schedule are often given a referral to present at the facility 
during the scheduled time. The counsellors were reported to play a key role in providing 
emotional support to survivors (and their caregivers) as part of therapy. 
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Collection and documentation of forensic evidence obtained from survivors 
Providers from both health facilities mentioned that they obtain samples from survivors 
for treatment purposes as part of corroborative forensic evidence that is required for judicial 
purposes. The evidence obtained from survivors includes urine, blood, clothes and 
undergarments worn during the sexual violation, among others. As one provider reported: 
“After physical and pelvic examination, we do a lab test to test for pregnancy, vaginal swab. We 
also do a VDRL, urinalysis, hepatitis B, hemoglobin test. In case a further test needs to be done, 
we refer to government chemists for example for DNA testing by taking the specimen there under 
the custody of police” (Female clinical officer, Naivasha hospital). 
However, a provider from the Naivasha hospital alluded to the challenges faced in the 
collection of evidence and preservation of the custody of the evidence chain between the police 
and health facility. Some of the challenges cited included service unavailability on certain days. In 
Gatundu hospital, the filing of the P3 forms was done once, every Thursday of the week as this is 
the only day set apart by the facility for this process and other various issues including sexual 
violence. It was reported that in both facilities only the Medical Officers are authorized by the 
hospital to fill in P3 forms and attend court proceedings as expert witnesses. Those interviewed 
believed this posed a challenge to the survivors who came to the hospital on other days since 
they had to go back home and come back again on Thursday. In Naivasha hospital, it was 
reported that besides the P3 form being filled in by a medical officer on Tuesday and Thursday. 
There were instances where PRC form does not get filled in, especially on days when the medical 
officer who has undergone training on management of survivors of sexual violence is not on duty 
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for official or personal reasons. In such instances, survivors are required to frequent the health 
facility until such a time when these forms get filled in. 
“After getting the treatment and the counselling, there is the filling of the PRC forms, and then we 
sent them to the police station where they report, put in the OB then they receive the P3s then 
they come back for the filling in of the P3” (Female counsellor, Naivasha Hospital) 
“A P3 form, but now they are not filled immediately since they are only filled on Tuesdays and 
Thursdays. When they (Ahrens et al., 2007) go there they are only examined, and a PRC form is 
filled” (Female police officer, Naivasha police station). 
Magistrates interviewed, however, mentioned that the court allows for any health 
provider conversant with the case, not necessarily a medical officer to present in court as an 
expert witness. They however also noted existing gaps in investigation of cases, as well as 
collection and documentation of evidence from survivors and at the scene of the crime.  
“ …, but mostly we don’t acquit for none appearance of a doctor who is an expert, mostly because 
when it comes to cases of these nature, it’s a  must a particular kind of evidence must be availed 
to establish a case beyond a reasonable doubt, we check on the available evidence and find out 
whether it establishes the offence against the accused beyond a reasonable doubt, and mostly, of 
course, will actually give the good reasons allow enough time, reasonable time for the police and 
the hospital to organize coming of a doctor and the law is very clear, [if] the doctor that filled the 
p3 or the post rape care form is not available, we can call any other doctor who is conversant 
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with that doctor’s handwriting and signature to offer evidence on their behalf” (Male magistrate, 
Naivasha law courts). 
5.2.5. Health sector collaborates with other sectors in the management of survivors 
The study sought to identify the roles of the different sectors entailed in responding to 
sexual violence. Besides the health department, the study participants stated that survivors also 
receive care and support from the police, children's department and the judiciary. 
The police were reported to play a dual role in investigating cases reported to them and 
issuing survivors with the P3 form to aid in the judicial processes. Police officers in both Naivasha 
and Gatundu mentioned that their role also entails escorting survivors to the nearest health 
facility for management, and retrieval of evidence. 
“Immediately such a case has been reported, the first thing I do is to book the report, the report is 
booked in the occurrence book, and then we head straight to the hospital” (Female police officer, 
Naivasha police station). 
Besides their investigative role, the police also issue survivors P3 copies in duplicate to be 
filled in by the examining health provider at the facility. The police officers are custodians of the 
original copy of the P3 form which is submitted to court alongside the PRC form and the 
complainants’ case file. The police by law also conduct investigation leading to the arrest of the 
perpetrator. One police officer supported this by stating that: 
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“If the accused person is known we use the administration officers like the chief and the 
administration police to arrest the accused person who is brought here (police station).” (Female 
Police Officer, Naivasha police station) 
The children's officers interviewed from the County children's department reported that 
their main role is to rescue survivors and provide shelter as they await the court’s ruling.  This 
also includes children who report to health facilities but are unable to return to their homes for 
fear of victimization from the perpetrators. They also offer counselling services to the survivors 
as part of therapy.  
“Our work is that when a sexual violence child comes, the first thing is to offer guidance and 
counselling so that that they can express themselves” (The officer responsible for managing 
children home X). 
“Our role is basically rescue and referral. It entails rescuing children who have been sexually 
abused, referring them to hospital and linking them to facilities that offer psycho-social support 
as well as ensuring they get the necessary legal aid and the culprits are brought to book.” 
(Female children’s officer, Naivasha county Children’s department) 
In terms of rescue of survivors (mostly children) from abusive environments, the 
children’s officer from Gatundu reported receipt of such cases from the local chiefs, neighbors 
and/or teachers. In such instances, their role entails rescuing the children and placing them in 
alternative homes, mostly children’s homes owned by individuals or NGOs since the County does 
not have rescue shelter. The children’s officers interviewed also mentioned that the survivor’s 
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duration of stay in some rescue homes is dependent on the availability of space or policies in 
place. 
“In most cases what we do, is we call the homes and see if they have space. If they have space, 
we send the child. When the child is taken there either by the police or by a relative, in most cases 
the police or the chief, the homes are already waiting for the children because they have 
information and are expecting the child” (Female children’s officer, Naivasha county Children’s 
department). 
The police officers, health providers, and judicial officers interviewed, reported on the key 
role played by the judiciary in adjudicating all matters relating to sexual violence, which is a 
criminal offence by law. Their role, as reported by the police officers interviewed also entails 
working closely with the police investigating officers to summon witnesses from the community 
and/or expert witnesses from the health facilities. 
5.3. PERSPECTIVES FROM SURVIVORS ACCESSING PRC CARE AND THEIR CAREGIVERS  
This section highlights first-hand experiences shared by survivors (aged above 18 years) and 
caregivers who accompanied child survivors aged below 18 years. The study sought to determine 
whether survivors (and their caregivers) knew about the available PRC services and where to 
access these services, in addition to their experience with care-seeking. Survivors were asked to 
share their views on the availability of PRC services, reasons why they uptake (or don’t uptake) 
these services, and challenges encountered in their access to services. I elaborate on their 
perspectives as per the themes below. 
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5.3.1. Survivors know where PRC services are offered 
One of the female survivors interviewed cited that community members are aware of 
available services and where to report cases of sexual violence. The main sources of information 
cited included local administration, such as the chief, media stations, and social networking 
groups. In both counties, some of the sexual violence-related cases were reported to the village 
elders who in turn reported to the chief who consequently did the referral to the police.  
“I know, one television, we are told in the meetings, through attending counselling meetings 
conducted by some women, they used to come to tell us if anything of the sort happens and the 
first thing is to go to the hospital you get treatment first then you start to follow your case” (29-
year old female survivor, Naivasha). 
Survivors and their guardians interviewed reported having knowledge on where to 
report, the importance of reporting to the health facility and police station, available 
prophylactic treatment and schedule for dispensing the medication, as well as the importance of 
reporting to hospitals within 72 hours. Such knowledge was obtained either from friends, 
teachers, or visual information in the community and hospital on what to do in case of sexual 
violence. Survivors and their guardians reported that posters pasted up at the hospitals were a 
source of information on what to do in the event of an occurrence of a violation. This 
contributed to the increased levels of awareness at the community level on how to respond in 
cases of sexual violence and where to seek help. 
 “I have heard and seen, and like now I have just read here outside. There some 
information and I can see how they look. So I have known about it because even now you can go 
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to see the doctor, the doctor will test you and tell you which drugs to take” (Female guardian to a 
10-year-old male survivor, Gatundu Hospital). 
 In some instances, the survivors reported to only having knowledge of the services 
offered at the health facility and not in the other sectors. In Naivasha, it was highlighted that 
limited knowledge still exists on where to report. This justifies the reasons why some survivors 
still get referred to the local chiefs, who based on their knowledge, will either refer the case to 
the health facility, or police or opt to arbitrate between the survivor and perpetrator’s family.  
5.3.2. Services offered at a cost are a deterrent to reporting   
Survivors reported varying experiences in accessing services depending on their   County 
of residence. In Naivasha, the survivors reported having had ease in accessing services at the 
hospital since they were not required to queue; hence being attended to on time. The same was 
also reported from Gatundu. 
“At the doctors when they knew about our case [we} were not asked to queue” (Grandmother of 
a 10-year-old male survivor, Gatundu hospital). 
In terms of cost of access to services, it was noted that the survivors from Gatundu 
reported having had difficulties in accessing the health services since they were required to pay 
money at the hospital for filling in the P3 form. Most often only filled on Thursdays. This concurs 
with other participant reports that this often required them to return to the hospital. The 
following reports by survivors reflect survivor experiences: 
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“Then after coming from the police we came back here in the hospital with the P3, and we were 
asked to pay 500 shillings, we told them we didn’t have” (Grandmother of a 10-year-old male 
survivor, Gatundu hospital). 
In Naivasha, the cost to the access of the P3 form was not mentioned by a health 
provider whenever a survivor was accompanied by an officer from the Children's department as 
indicated below.  
“….at the hospital, people normally charge Kshs. 500 to fill in the P3 form. So, we would rather 
take them (escort survivors to the facility) because maybe they don’t have that money to pay” 
(Female officer, Naivasha children's Department). 
One guardian in Gatundu reported having been requested for some money at the police station 
before being issued with a P3 form.  
“…. We left the police station because we were told to give 500 shillings, and we didn’t have 
money” (Grandmother of a 10-year-old male survivor, Gatundu hospital). 
In Gatundu, one guardian cited instances where they pay for services to avoid any delays 
in receiving care. 
“You know, when we reported first at the customer desk (health facility OPD), they should not 
have told us not to pay because they didn’t know about our case. But since I wanted my child to 
be attended to, I just went and paid. Later we met with the police and the chief at the gate; they 
asked us if we have been treated, we said yes. They asked, did you pay for any services? We said, 
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“yes we paid because you the headmen you didn’t come to help us, we called you yesterday and 
you didn’t come” (Grandmother of a 10-year-old male survivor, Gatundu hospital). 
Survivors and their guardians mentioned the shuttling they had to do across offices in an 
effort to obtain services from the hospital and police. The survivors who first reported at the 
hospital were treated, and PRC form filled out on the same day, then later referred to the police 
to report and obtain P3 form for filling out at the hospital. The P3 form would only be filled in if 
the survivor happened to report to the hospital on the day designated for P3 filling by a medical 
officer. Likewise, those who reported initially to the police were referred back to the hospital for 
treatment and later back to the police station to obtain the P3 form which is also issued at a 
police station before taking it back to the hospital for completion by a health provider.  One 
survivor reported having made more than one trip to the police station before she had to be 
issued with a P3 form. 
“We went there twice, in the morning when that girl (my school mate she recorded the statement 
and went back to school) went to record a statement and the second time when I went to the 
police station in the afternoon to get the p3 form” (18-year-old female survivor, Naivasha 
hospital) 
In addition to the costs associated with filling of P3 forms at the facility level, survivors 
also reported incurring costs in purchasing drugs due to stock out of commodities in a health 
facility. This is represented below, 
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“I was done for all the tests after that I was given drugs, the first dose which I took immediately 
the ones which were not available in the hospital I bought. I was told how I would follow up the 
appointments, but the following day I came back here at the hospital” (29-year-old female 
survivor, Naivasha hospital). 
It was noted by the survivors that the formal legal aid system and at times the health care 
system favors perpetrators more than the survivor. This was linked to cases where the 
perpetrator has a lot of influence (financial and authority) over how the reported case will be 
handled or can compromise the filling in of the PRC and P3 form with the intent to circumvent 
justice. 
5.3.3. Too many trips made to the hospital and police by survivors 
 Survivors from both Gatundu and Naivasha hospital mentioned the several trips they had 
to make to receive post rape care. This is well represented by the experience of a survivor from 
Naivasha, 
“When I arrived at the police station that same night, the police I found signed and gave me a 
note. So, the following day I didn’t go back to the police. First, I came here at the hospital, I came, 
and I was counselled by a doctor (name withheld), and she filled the form (the P3 form) where it 
had not been filled then I went back to the police station—so going back to the police station with 
the form that’s when I was given the police officer who would follow my case.  After that I 
recorded statement, after that I came back here(hospital) because I was not given all the drugs, 
coming I was referred to the pharmacy and was given drugs for two weeks. After two weeks I 
came back and found Doctor (name withheld) who did counselling, and was given drugs for 
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another two weeks, I came back after 28 days I came, it was last week but one, that’s when I 
finished taking the drugs, so I came and was tested, and I was happy with the results.” (29-year-
old female survivor, Naivasha hospital) 
The same survivor reported having made two trips to the police, the first one to obtain a 
P3 form, and the second one to follow up on the case before subsequently giving up as cited 
below, 
“I reported at the police report desk (for an occurrence book number which is given before a P3 is 
issued in some police stations), and they took my mobile number and other details. The following 
day when I came in when I was directed to the police officer who was to follow up on my case. 
We exchanged numbers, but I was never called or heard anything about the arrest of the 
suspect.” (29-year-old female survivor, Naivasha hospital) 
5.3.4. Fear of infection and assurance of justice are motivators to reporting to the police 
and/or health facility  
Survivors and guardians from both counties gave similar responses to the reasons as to 
why they opted to report. Fear of HIV/STI infection was a sole motivator for them to visit a 
health facility, while the assurance that police would arrest the perpetrator provided a basis for 
them to report to police stations. In addition, survivors also mentioned that their reporting was 
driven by a need to obtain documentation to help prove they were violated.  
“I brought him because I didn’t know; first of all, because he is a boy and he is young he doesn’t 
know, or he is not able to come to the hospital on his own. I also thought maybe that man is sick 
and if we assume and stay at home, it can be a problem to my child, so I decided to bring him, he 
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is tested for HIV, in case he is already infected with HIV, the doctor will advise me on what we can 
do” (Grandmother of a 10-year-old male survivor, Gatundu hospital). 
In cases of child abuse, the legal framework on child protection and rescue, which 
mandates children officers to take up cases of defilement was also found to be a motivator for 
reporting. One guardian mentioned that in an incident which entailed defilement of six boys 
(including her own grandchild), the community opted to report to the children’s department 
whose involvement helped them in such a way that they did not have to pay for the P3 form 
despite having been initially requested to do by the provider. The children’s officer also provided 
to support the guardians during the judicial processes, as stated below. 
“Respondent: …. Then after coming from the police we came back here in the hospital with 
the P3, and we were asked to pay 500 shillings, we told them we didn’t have. 
Interviewer:   who referred you to the children’s office? 
Respondent: Nobody, we decided to go there to ask for help, we decided to go back to the 
children’s office, and if we do not get any help, we go back home to look for that money, 
the 500 shillings.  When we got there the children’s officer told us to wait since he was 
attending to other people, he later called us, he wrote a note, and we asked to bring it to 
the hospital. So when we gave them the note from the children’s officer, the doctor asked 
us to give him the P3 forms, since it took us long it was late, and we were told that all the 
P3’s is filled in only on Thursdays, so we were told to come back on Thursday and the doctor 
who was to fill them was not in, so we went back home. So, we left the P3, and we were 
told to come back on Thursday, and we come early. So, on Thursday, we came back very 
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early, they filled in the p3 for us, and we took it to the police.  After we were given the p3’s 
we met with the nurse she took the p3 forms and took them to the doctor who treated the 
children that’s when the doctor filled in the other form (meaning PRC form) it was late, so 
we went home, that was on Thursday, we went back home, came back on Friday we were 
given the forms and took them to the police station. We were told that the perpetrator 
would be going for his mention in court. Another day I passed by the children’s office and 
asked them whether it’s a must we be attending court on mention, he told us there is no 
need, we only come during the case hearing”  (Grandmother of a 10-year-old male 
survivor, Gatundu hospital). 
The perspectives obtained from survivors and caregivers resonate with those obtained from 
providers as to the underlying reasons why survivors do not fully uptake services or report in a 
timely manner. 
5.4. EXISTENCE OF REFERRAL MECHANISMS AND PATHWAYS FOR SURVIVORS OF SEXUAL 
VIOLENCE 
Identifying the referral pathways from this study is important to help address the barriers 
that hinder survivors from navigating across the different sectors and departments involved in 
the provision of services. In this section, I highlight the experiences of survivors and guardians in 
pursuit of care from the different sectors. This section outlines the referral processes in place, 
factors that hinder uptake of referral and processes employed in referring survivors to non-
health related services. Providers were asked to share their insights on how referrals are made. 
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5.4.1. Well defined referral processes within hospitals 
In both health facilities, there was uniformity in the referral processes during the first 
visit made by the survivor. Health providers from both Gatundu and Naivasha hospitals cited the 
existence of mechanism through which clients got to know of the departments involved in the 
provision of PRC services including the signage displayed at the entrance to both facilities. In 
both facilities, survivors who accessed PRC services during the day reported at the triage desk 
located within the outpatient department before being referred to the provider on duty. Upon 
determination of the type of complaint and time of occurrence of the violation, the provider 
would then issue the survivors with prophylactic treatment for HIV and pregnancy prevention, as 
appropriate. The survivor would then undergo a detailed physical and forensic examination. 
Material/physical evidence such as clothes or undergarments worn during the assault would also 
be collected and packaged for transfer to the laboratory before the survivors are referred to the 
laboratory for specimen collection and analysis. The forensic samples are thereafter be packaged 
awaiting collection by the police for transfer to the government chemist for further forensic 
analysis. All these processes were documented in the PRC form and PRC register. 
“After physical and pelvic examination, we do a lab test to test for pregnancy, vaginal swab. We 
do a VDRL, urinalysis, hepatitis B, hemoglobin test because some of these prophylactic drugs are 
metal toxic” (Female Clinical Officer, Naivasha Hospital). 
The survivors are then referred for counselling while waiting for the laboratory results 
which would be sent directly to the clinician who attended to them at the outpatient 
department. Survivors who report at night are provided with prophylaxis and are either admitted 
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to hospital for the night or requested to return to the hospital the following day for the 
laboratory investigations to be undertaken. The results from the laboratory and counsellor are 
filled in the PRC form, and a treatment plan is drawn, medication is prescribed and dispensed at 
the pharmacy, the P3 form is filled in (for those who had reported first to the police station) 
and/or survivor referred to the police to report the case(in the event that the survivor did not 
report first to the police so that that they are issued with a P3 form to be completed by the 
health care provider).  
“From the hospital, I left with three forms to the police station where they were signed by the 
police and the doctor I gave the police their copy, and I remained with my copy” (29-year-old 
female survivor, Naivasha hospital). 
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• Examination and treatment 
• Collection of Samples for forensic evidence 
• Filling P3 and PRC forms 
• Mental support  
 
Referred back to the police station to: 
• Submit filled in P3 and the original copy of the PRC forms 
• Further investigation of details surrounding the incident  
 
Those in need of protection are referred to a shelter or rescue centre 
Cases filed in court. Only for those who choose to pursue legal redress 
 
Referred back to outpatient for  
• Interpretation of the findings 
• Documentation of the findings on the PRC form and SGBV 
register 
• Determination of treatment plan  
• Filling in summary findings on the P3 form 
 
Referral to counsellor for: 
• Psychosocial support  
• Psychological assessment and documentation on PRC 
form 




• History taking and examination 
• Prophylactic treatment offered 
• PRC and P3 forms filled 
 
Gender Desk 
• Complaint recorded in the occurrence book 
• Collection of Exhibits e.g. clothes worn during the incident  
• P3 Form Issued 
 
Referred to the labor tory for 
• Specimen retrieval, analysis and documentation in the 
laboratory register and referral note 
• Submission of exhibits for further analysis and/or storage 
and preservation 
Figure 12: Survivor referral pathway as obtained from the responses from all the study respondents 
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5.4.2. Variances in the referral pathways and processes  
Survivors in Naivasha exhibited knowledge of the location of the service delivery points 
where they were referred to within the hospital, hence needed no escort.  In Gatundu hospital, a 
number of survivors were given directions to the referral point while others were escorted by 
the person referring them to keep them from queuing for services at the different service 
delivery points. Timeliness in the provision of services to survivors when in the company of 
children officers and or teachers were cited by survivors as per the quote below. 
“I was taken to the police station (by classmates), but I was not interrogated they interrogated 
that girl who recorded a statement, and she went back to school. So I was later brought to the 
hospital by the principal I was treated, I was stitched and plastered, after that, I met with 
(provider name withheld) who brought me here (counselling room) she counselled me but not for 
long since I was still in shock,” (17-year-old female survivor, Naivasha hospital). 
In both facilities, the referrals issued were documented on the PRC forms. However, the 
PRC form does not have a provision to verify whether survivors accessed the services they had 
been referred to.  
“We use the PRC form after finishing the whole examination, and it used to refer them to the 
police” (Male Clinical Officer, Gatundu). 
Gatundu hospital has a referral directory that has been set up to ease the referral 




“Depending on the case, sometimes we have to escort the patient sometimes we just make a call 
or do a letter, but it is not common most of them just go with the PRC form” (Social worker, 
Naivasha). 
 However, while survivors in both health facilities are required to report first at the triage 
desk within the outpatient department, there were variations on where they were referred for 
counselling and further management.  
5.4.3. Timely referral to hospital for treatment emphasized by police  
Health providers from both counties cited instances where survivors opt to report first to 
the police station. This is either due to their proximity to the place where the incident occurs or 
based on the information they have on where to report a case or in the belief that the 
perpetrator will be arrested once a complaint is made at the police station. The two options are 
stipulated in the guidelines which allow for survivors to choose whether to report first to the 
police or health facility. In such instances referring to both counties, the police mentioned that 
the complaint is recorded in the occurrence book before the survivor is given a small note 
bearing the occurrence book number. They are thereafter referred to a cyber to make copies of 
the P3 form before heading to the hospital for examination, treatment and filling in of the PRC 
form. Police officers interviewed mentioned that the referrals to the hospital are made within 
the shortest time possible so as to ensure that the survivor was able to get treatment at a 
hospital a fast as is required.  
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“Immediately such a case has been reported, the first thing I do is to book the report, the report is 
booked in the occurrence book, and then we head straight to the hospital” (Female Police officer, 
Naivasha). 
The health providers noted that in most cases, the survivors were referred to the police 
station to report the sexual violation, which is regarded as a crime against the State in Kenya. 
The police officers also reported that child survivors abused within their home settings are often 
referred to the children’s department for shelter and protection. Referrals to the children’s 
department in both Naivasha and Gatundu health facilities were handled by social workers.  
5.4.4. Existence of uncoordinated and structured referral mechanisms  
 Whereas respondents across the different participant group interviewed in this study 
mentioned the existing referral linkages across sectors, the following gaps remain unaddressed: 
Lack of referral uptake and treatment adherence monitoring 
Healthcare providers from both Naivasha and Gatundu hospitals reported a lack of 
referral uptake and follow up mechanisms since there was no specific survivor tracking system in 
place. Adult survivors were reported to be responsible for ensuring adherence to the treatment 
schedule provided. However, most of the child survivors were found to be dependent on their 
parents and/or caregivers. The only existing monitoring mechanism for referral uptake and 
treatment adherence was when the patient returned for counselling. Part of the monitoring also 
entails undertaking laboratory tests to rule out any adverse effects associated with PEP and 
confirmatory HIV tests to determine a survivor’s HIV status (for that tested negative at first visit) 
at week four and week 12 for post-assault. 
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“They come back for follow up. They are brought here by the people responsible in children 
homes and the police use the clinical card and lab results of the client” (Female counsellor, 
Gatundu). 
 Health providers and children officers reported that some of the survivors-both adults 
and child survivors did not reach the referral point. Lack of follow-up mechanisms imply 
challenges in tracking survivors who access case, identify gaps in services received and 
consequently contribute to attrition rates among survivors. The social worker from Gatundu also 
noted that the absence of a structured referral mechanisms hinders survivors’ access to 
appropriate care and support as well as results in delays during help-seeking. Moreover, it 
increases the cost of access to services due to the different referral pathways that are neither 
well defined nor functional. 
Distance and costs hinder the accessibility of referrals 
According to the health care providers, the majority of the survivors access the facilities 
by foot or public transport.  Public transport includes motorcycle taxis or “matatus “(Swahili 
word for a fourteen- seater Public Service Vehicle). Those who travelled on foot either did so due 
to their proximity to these facilities, or inability to afford public transport. Providers also stated 
that survivors at times visit the health facility unaccompanied or escorted by the police.  
Providers and police officers interviewed also reported a variance in referral approaches utilized. 
These included survivors being escorted by service providers, being issued with a referral note or 




No framework for coordinating referral uptake across sectors, except for children  
 The health workers and police officers from both counties noted the existence of 
challenges in establishing uptake of referrals given across the different sectors. There were no 
referral frameworks to help confirm if clients took up and completed referral services. There was 
little feedback from the police and relevant children departments regarding the completion of 
the referrals made. While an informal referral network existed for those made between the 
hospital, the police and the children departments to help out the survivors, no official referral 
tools exist for referral between the various sectors in both Gatundu and Naivasha hospitals.  
 “It is more between the police and us but without any written or formal agreement but when 
they get a case that is being questioned, they refer the case to us for verification” (Male Clinical 
Officer, Gatundu Hospital). 
However, in contrast to Naivasha hospital, Gatundu hospital reported the existence of a formal 
tool used for referrals specifically between the children’s officer and the shelter. This stipulated 
the kind of services offered and the duration and terms of stay for the child survivor.  
 “The others have to pass through the children’s office, and then the children officer brings them 
in person” (In-charge, Children home, Naivasha). 
Limited shelters for both adult and child survivors 
Social workers and children officers in both Naivasha and Gatundu reported lack of safe 
spaces for sheltering survivors as a major challenge in assisting survivors. There was a limited 
number of shelters (a majority are privately owned by individuals or Community-Based  
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Organizations- CBOs) hence posing restrictions on the number of survivors to be accommodated 
at any one given time.  This presented a challenge on how to handle survivors who would not get 
shelter and yet still needed protection from their perpetrators, given that most of them were 
relatives or persons well known to the survivor’s family. Some of the reasons given for the 
limited space included the lengthy court procedures since the children had to stay in the safe 
spaces until the case determination was complete for them to be taken back home. This kept the 
children longer in the shelters, limiting admission of any upcoming new cases. It was also risky to 
release them back to the family, as this would sometimes lead to repeated incidents of sexual 
violence. Overall, participants reported inadequacy of information on where survivors could be 
referred for long term support afterwards, and this was acknowledged by providers. 
“Shelters for children homes are limited in the district (Female Clinical officer, Naivasha Hospital). 
“In my case, it’s a challenge getting shelter for a child who is [in]need of shelter. This is because 
we have limited homes, which is a major challenge” (Female Social Worker, Gatundu). 
  It was also noted that there were no shelters for survivors aged above 18 years, yet 
some of them still need protection.  
“We have problem with the shelter coz at the moment Naivasha has a shelter only for 
under 18 but when we get like very sensitive cases of over 18 years, and sometimes you 
don’t know where to take them because there are no shelters that deal with over 18 years 




Variations in survivor referral pathways and absence of structural referral mechanisms 
Health providers mentioned the use of the PRC form to document referrals given to the 
survivors, specifically from the hospital to the police station. Other documents used for referral 
included the issue of a referral letter and a hospital card (which had the survivor’s demographic 
information and details of the violation, and relevant information on treatment and other 
services obtained at the hospital). With regards to the referral of child survivors to the children’s 
home, a plain paper (accompanied by a hospital letter) was used to write the survivor details 
while others only used telephone referral. In some instances, providers mentioned that the 
referral procedures are based on informal communication and linkages initiated by the health 
worker’s and/or police. In a majority of cases, the survivors who first reported to the police 
stated that they were referred there by the local administration; mainly the chief or village 
elders. Sometimes the public also reported incidents of sexual violence to the chief, who in turn 
reported or helped refer survivors to the police before being sent to the hospital for treatment.  
“Yah we normally ask, myself I would ask coz defilement or rape is a serious offence so we would 
ask them, have you already reported to the police and then also they normally come with a note 
from the police if they have already reported there they already come with a note that has the OB 
number, the date, and then the name of the person and then now they have reported a case of 
maybe defilement [stating], please assist pending police investigations.  For those who do not 
have that note, immediately you attend to them then you have to advise them because you 
cannot follow them up to the police station, yah you advise them they need to report” (Male 
Medical Officer, Gatundu). 
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All the study participants mentioned variations in the issuance of referrals from the police station 
to the hospital. The common approaches utilized include the issuance of survivors with an OB 
number written on a piece of paper or a P3 form. The standard referral mechanism entails the 
issuance of a P3 form bearing the survivor demographics, and complaint presented, evidence 
retained at the police, OB number and name of investigating officer. In Both counties, police 
officers mentioned that all the cases of sexual violence are reported at the front desk before 
being referred to the gender desk and subsequently to the hospital for survivors who have the 
police as their first point of reporting.  
“Immediately such a case has been reported, the first thing I book the report, the report is booked 
in the occurrence book, and then we head straight to the hospital” (Female Police officer, 
Naivasha). 
However, one police officer reported the lack of a standardized approach to referrals and 
follow-up of cases that can be utilized to establish uptake of referral,  
“… we have the P3 forms and at times have the contacts of survivors. We sometimes visit and 
check whether they stay, and because they know they have reported a case to the police, they 
disappear. You cannot find them where they were residing. They give you their mobile phones 
and when you try calling them it is switched off, so that case ends that way.” 
(Female Police Officer –Gatundu police) 
Respondents from both police and health facilities cited the absence of structured referral 
mechanisms as a hindrance to survivors’ access to appropriate care and support, resulting in 
lengthy procedures that cause delays to survivors.  
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“You find that sometimes when we refer them to the police, they don’t reach the police station 
and that is why you may find that the numbers may not tally. We may send quite a number, but 
not all will get to the police station others will be compromised somewhere along the way, and 
that’s why we feel that if the survivor can be accompanied by an officer, it would be good 
because we are sure the referral will get to its destination” (female Counsellor, Naivasha). 
5.4.5. Lengthy court processes a deterrent to service utilization  
Witnesses unwilling to testify 
 Social workers from both Gatundu and Naivasha cited that the lengthy court proceedings 
are a barrier to access to services. The lengthy procedures serve as a deterrent for some of the 
family members and members of the public to write statements and testify in the court were 
also cited as contributing to the long court process. 
“When they go to those homes sometimes, and when the court ruling takes a long time, the 
homes don’t want to keep the children there for long” (Female Clinical Officer, Naivasha 
Hospital). 
 Social workers also reported difficulties experienced by the police in getting witnesses to 
come to court to help testify on what transpired concerning the case. At times the lack of 
witnesses available was intentional, with the survivor’s family members preferring to solve the 
case outside the court. The lack of witnesses contributed to the long court proceedings leading 
to the delayed court ruling and positive justice outcomes for the survivors.  
“Court proceedings take long and when they are no people to testify the case doesn’t follow 
through” (Female Clinical Officer, Naivasha). 
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“There is one we had who had been defiled by the uncle and getting people to testify in the courts 
was hectic” (Female Social Worker, Gatundu). 
Lack of staff continuity and knowledge hampers expert witnessing 
A further contributory factor to the long court process was the high staff turnover at the 
hospital. When the doctor who treated the survivor was transferred, this posed a challenge in 
getting another doctor to testify in court. Additionally, the police and magistrates cited that 
health providers on duty at times lack sufficient information and a good understanding of the 
violation case and consequently, may fail to give credible evidence regarding the case. This was 
especially seen in instances where their testimony would be, for the most part, based on the PRC 
form that might have been completed by a different healthcare provider.  
“There is also the transfer of doctors, so we have so many, documents being submitted by doctors 
who never examined the survivor you find that they are not able to answer the questions, they 
are not able to bring the relevant evidence some of them do not make a forceful opinion” (Female 
Police Officer, Gatundu). 
Summary 
This chapter highlights provider experiences in the provision of services and experiences 
faced by survivors (and their guardians for those below 18 years of age) during service access. 
This data mirrors that which was obtained from the quantitative findings where a majority of 
cases of sexual violence involve children. The reporting of the cases of sexual violence is hugely 
influenced by both predisposing factors such as survivors age, community perspectives on how 
to handle such cases based on social norms. Various enabling factors greatly determine the 
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reporting of cases or uptake of services. For example, child and female survivors do not often 
have decision making power on steps to take upon being violated. Decision making is vested not 
only with the adults but more often than not with the male heads of the family due to the 
household gender dynamics. The data presented revealed the services received by survivors and 
whether these were offered as stipulated in the National Guidelines on the management of 
sexual violence. Further analysis of the survivor pathways to service access and referral 
mechanisms has been espoused. The referral pathways centered on inter-departmental referrals 
within the facility and external referrals to the police or safe shelters for legal aid and/or 
psychosocial support.  
The lack of structured referral protocols for survivors both within and outside the health 
facility has been revealed in this study. Most providers make verbal referrals and fail to follow up 
to establish whether survivors took up the referrals given. In some instances, poor 
documentation of referrals made was also cited due to fear of some providers being required to 
present in court as expert witnesses. In some cases, survivors missed out on services due to the 
service levied before they are offered not only services but also given the requisite documents 
for legal redress. Survivors are still required to pay for the P3 form at both the police station and 




Chapter 6  DISCUSSION AND LIMITATIONS 
6.1. Introduction  
The theoretical framework applied in this study was based on the Anderson (1973) health 
utilization model. This section briefly discusses how the application of this model helped the 
researcher develop a better understanding of the factors that influence existing practices in the 
provision of services. Further, it looks at the factors determining referrals of survivors, reporting 
their behavior patterns based on their existing predisposing factors and needs. According to the 
Anderson model, three key factors play a significant role in influencing health-seeking behavior. 
These include (i) predisposing factors which entail an individual's socio-cultural characteristics 
and social structural factors; (ii) enabling factors – refer to the resources available to the 
individual to facilitate access to services; and (iii) need factors which revolve around an 
individual's own perception of their health status and the need to seek help (Andersen and 
Newman, 1973). A survivor’s access to services is influenced by various socio-demographic 
characteristics such as age, sex, and attitudes towards a service. This was confirmed by results 
from the current study in which female and child survivors were most likely to report to either 
the police or health facility for services. Enabling factors such as service availability in terms of 
access, the model of service delivery, and costs were also outlined by respondents in this study 
as determinants of where to first report a case of sexual violence and also whether to take up 
available services or not. Finally, the survivors need to protect themselves from acquiring HIV/STI 
or getting pregnant (for female) as a result of sexual violence, were in this study reported as key 
motivators to service utilization.  
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Figure 13 below links the thesis findings to the Anderson health model and illustrates how 
these factors are fitted at different levels of the model framework. Worth noting is that some of 
the behaviors exhibited by survivors were cross-cutting. This implies the predisposing factors 
perceived to be associated with reporting a case of sexual violence were also responsible for 
influences by the family and cultural practices. This definitely determines where certain cases of 
sexual violence are to be reported and by who. In this study, the majority of the cases were 
reported by persons aged below 18 years, and not all of who received prophylactic treatment 
due to delayed reporting. This finding resonates with those of a study undertaken in Canada 
which linked reporting of cases of child abuse to the age, sex of the child and their relationship 
to the perpetrator. Knowledge of perpetrator is linked to delayed reporting of cases (Wallis and 
Woodworth, 2020). A study conducted in Australia revealed that reporting of cases among adult 
women is hindered due to family denial of the existence of violence and subsequently fear of 
bringing shame upon the family. These findings resonate with those generated through this 
study, where providers cited fear of shame and stigma as underlying reasons to non-reporting of 
cases to health facilities within the recommended 72 hours. Findings in this study confirmed the 
role of the community beliefs around sexual violence and disclosure of the same in influencing 
an individual’s health-seeking behavior.  For example, more cases of defilement were reported 
because the family feared that the survivor would contract STI/HIV. The stigma at the 
community associated with sexual violence was also cited as a great deterrent to reporting of 
cases of sexual violence. In this study, cases of sexual violence were reported more among 
females than males. The results support existing data generated on barriers to reporting of male 
victimization. A study conducted in Kenya refugee settings highlighted the fear of disclosure as 
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more pronounced among male survivors who fear being ostracized (Chynoweth et al., 2020). 
These findings are supported by a study by Overstreet and Quinn (2013), which demonstrated 
societal beliefs contribute to the stigmatization of persons who experience violence (Overstreet 
and Quinn, 2013). This refers to especially, those committed by an assailant well known to the 
survivor or their family despite the available services in health facilities, police stations and 
judiciary. This finding is supported by those generated from a study by Gatuguta (2018) which 
showed that in instances where the perpetrator was known, survivors were  38 per cent more 
likely to not receive HIV PEP compared to survivors where the perpetrator was unknown (11%) 
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Figure 13: Predisposing, enabling and needs factors associated with health-seeking behaviour in this study 
**Source: Adapted from Analysis of health service utilization of migrants in Beijing using Anderson 
health service utilization model (Shao, et, al. 2018).   
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The model above shows the intersectionality of the three factors that influence the 
survivor’s choice of reporting to formal structures of support, and how their perception of 
consequences of sexual violence influences their preferred reporting to health facilities for 
disease prevention and to the police for justice.  Understanding behavior around the utilization 
of available sexual violence and uptake of referrals enables us to identify the contextual realities 
that contribute to delayed reporting of cases of sexual violence. Similarly, it helps in pointing at 
reasons for poor linkage across different stakeholders despite the existence of anecdotal 
evidence indicating the need for a multi-sectoral response, as sexual violence is not just a health 
issue.  
This study, therefore, sought to answer the following questions: (a) what are the current 
gaps and opportunities in the provision of comprehensive services to survivors of sexual violence 
in Kenya?, and (b) how can the current fragmented sectoral responses to sexual violence be 
addressed using a multi-sectoral referral and coordination framework? The discussions are 
centered around the application of a mixed-methods approach to achieve an in-depth 
understanding of the current status of cross-sectoral responses to sexual violence. The use of 
quantitative approaches provided the researcher with a platform to understand the magnitude 
of cases reported for services against their socio-demographic information and the disconnect in 
service delivery as documented in the service registers. On the other hand, the use of qualitative 
methods enabled the researcher to understand contextual issues to service utilization that cannot 
be obtained from service data. The quantitative findings were supported by qualitative findings 
from the study, which revealed discrepancies in service utilization, especially between the police 
and hospitals. The findings presented in chapters five, and six outlines the current gaps and 
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opportunities in the provision of comprehensive services to survivors, and measures required to 
address the fragmented cross-sectoral responses to sexual violence through the adoption of a 
multisectoral response framework.  
The discussion is organized under the broad forms of data collection approaches used. 
Section 6.2 discusses the findings based on the analysis generated through the quantitative 
approaches, section 6.3, the perceptions from respondents to reporting cases of sexual violence, 
and section 6.4 provides my own reflections of the findings. 
6.2. Discussion and interpretation of the quantitative findings 
The study sought to establish uptake of services through a review of records maintained 
for survivors accessing services from the hospital, police and courts. This section centres on the 
study findings against existing literature and provisions of the Anderson model with a focus on 
the predisposing factors to reporting cases of sexual violence with emphasis on age and type of 
sexual violence experienced.  
Factors influencing reporting patterns of sexual violence  
In this current study, more females than males reported cases of violence to health 
facilities and police stations. In addition, over 77 per cent of the cases were reported by persons 
aged below 18 years. However, the results were based on service statistics and were not a 
population-based survey. Therefore, this is likely to be an under-estimate of the sexual violence 
prevalence. This is commonly the case everywhere else (WHO, 2013). There is documented 
evidence on the increased vulnerability girls face in the context of sexual violence compared to 
boys. The results support data generated from a multi-country study that showed high levels of 
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sexual violence against children. The study showed that approximately one in ten youth from 
Nigerian, Uganda and Zambia had experienced sexual violence (Nguyen et al., 2019). The 
occurrence of rape and defilement of females and children are linked to existing gender 
inequalities in the Kenyan society as in other sub-Saharan countries (Odwe, 2018; Ofwona, 
2015). This resonates with findings from the KDHS (2014) which show that 38  per cent of 
violence occurs among women; and another study conducted among high school students which 
revealed a prevalence of 40  per cent among 15-19-year-old girls (Kabiru and Orpinas, 2009). 
However, in a patriarchal society where resources and decision making are controlled by men, 
the reporting of cases of sexual violence are compromised especially in instances where the 
violation is committed by the man who is the head of the family. These findings are similar to 
those generated from other studies in LMICs that show that most cases of sexual violence 
perpetrated by heads of households or male providers are rarely reported for fear of the family 
not having someone to provide for them upon incarceration of the perpetrator (Wachter et al., 
2018; Weiss, 2010; Weitzman et al., 2017).  One case study in Nigeria revealed how delayed 
reporting of a case perpetrated on a 17-year-old resulted in a pregnancy and termination of the 
same due to cultural taboos around children born out of incest (Oseni et al., 2016). In this study, 
it was also established that over 87 per cent of the survivors knew their assailant. From this 
study, it was established by providers that reporting of cases of sexual violence is also hampered 
especially where the perpetrator is either related to the survivor or is a respectable member of 
the society. Furthermore, in this study, girls were also found to be more vulnerable to incest. The 
cultural taboos around incest could also be associated with the low numbers (n=7) of incest 
cases that were documented during the period under study (June 2013-June 2014). In addition, 
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in this study, only 24 per cent out of 84 per cent of survivors who knew the perpetrator reported 
the sexual violation to the police.  
Through this study, the need for services by survivors of defilement was noted through 
the high percentage of children who reported to both police and health facilities within 72 hours. 
Consequently, interventions are required to enhance the experience of child survivors in 
accessing services. It can be done by addressing social norms, related organizational factors, and 
individual behaviors to service use by engaging in multipronged approaches to mitigate the 
impact of sexual violence. This is backed up by a study conducted by Wangamati (2016) where 
through a case study of survivors it was established that systemic issues such as lack of 
infrastructure and provider knowledge gaps on existing policy frameworks serve as a barrier to 
the provision of quality care.  
Additionally, from this study, there were notable variances in the time taken by survivors 
before reporting to a police station or hospital. This could be linked to either their lack of 
knowledge on where to report or the available services. This is similar to findings from a study by 
Muturia (2014), which linked delayed reporting of cases of sexual violence to formal sources with 
the stigma experienced by survivors and fear of disclosing their experiences.  Delayed reporting 
also makes it difficult for providers to offer appropriate care and refer appropriately. For 
example, in Kenya, a lot of emphases has been placed on GBV response within 72-120 hours, as 
such survivors who report outside this timeline are most likely to miss out on care due to the lack 
of a defined service package. In a majority of instances, details of survivors who report outside 
these time frames are only captured in the general outpatient registers, contributing to 
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inaccurate service statistics on survivors attended to in a particular period. For instance, in 
Kenya, while the medical treatment package is offered within a 28-day period for HIV prevention 
and three months for counselling and repeat of HIV test, there is no defined period within which 
long term psychosocial support is provided. Nevertheless, the legal determination of cases of 
sexual violence in Kenya varies from one jurisdiction to the other based on caseloads within a 
court and prerogative of the magistrate to fast track the process.  
Reporting channels for cases of sexual violence 
In this study, 78 per cent of the cases were reported to the health facilities in comparison 
to those reported to the police and forwarded to the judiciary. A further review showed that the 
majority (84 %) of females reported to the police. In addition, children were more likely to report 
to both the police and the hospital. Reporting of cases of sexual violence remains an area of 
concern in most contexts.  Previous studies show that factors which influence survivors reporting 
include not only their knowledge on where to report but also the stigma, fear of victimization,  
shame and costs involved in reporting to formal institutions-police and health facilities (Ullman 
and Peter‐Hagene, 2014). The family has been identified as the first point of reporting for 
mediation before a case is reported to the police (McCleary-Sills et al., 2013). However, it was 
not possible to determine from the records review what informed the selection of the first point 
of reporting. Nonetheless, triangulation of data obtained through the interviews revealed the 
fear of negative health outcomes, such as HIV/STI infection and unwanted pregnancies as key 
motivators to survivors and their families opting to report to health facilities. In this study, 
uptake of counselling offered through the HIV care clinic stood at 2 per cent. This could be 
attributed to the practice where the counselling department services act as the last service 
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delivery point during the initial visit. Here the clients are counselled for trauma, prepared for 
investigative tests, and those found not to have reported to the police are guided accordingly.  
In this study, it was noted that over 401 (n=983) survivors were attended to in the 
laboratory. Further triangulation of this finding with the qualitative data was undertaken in an 
effort to understand the reasons for this. According to providers interviewed, the reasons for 
laboratory tests included determining the clinical care to be provided, establishing the presence 
of infection and/or pregnancy in order to determine the survivors’ eligibility for HIV and 
pregnancy prophylaxis, in addition to providing a basis for legal undertakings. It could also be 
assumed that there were gaps in documentation pertaining to the other survivors who received 
laboratory services. Reasons for this could be survivors opting not to access laboratory services 
either because the laboratory was not operational, or the long period of time spent in navigating 
through the other departments that caused delays till the laboratories were closed. This is 
comparable to the provision of the Anderson model, which stipulate how the organization of 
services serves as an enabler (or barrier) r to service utilization. 
Weak data capture and reporting mechanisms for cases of sexual violence  
The current study showed that survivors accessing health services are expected to 
navigate across different departments which are not always in close proximity to each other. At 
each of these points, providers are required to capture details of survivors and the services 
offered adequately.  The findings showed a discrepancy of service uptake by the department as 
follows, laboratory (41%), outpatient department (26 %) and counselling (19 %).  Data 
incompleteness was also noted during the review. In the present study, there were discrepancies 
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in the data maintained for survivors of sexual violence at each service delivery point. It appears 
that there is currently no mechanism to determine survivors’ uptake of referrals within the 
health facility and outside the facility.  However, these findings could also signal to there being 
gaps in reporting on the Kenya Health Information System (KHIS).  Various factors could be linked 
to these gaps. Similar findings were obtained in a study I conducted in Kenya which revealed the 
inadequate supply of the requisite data tools by the Ministry of Health and police, and the lack of 
provider training on data capture mechanisms (Ajema, 2012).  Further evidence from developed 
countries links the incompleteness of data to fear by providers of being called to present the 
evidence in court as well as lack of provider capacity in utilizing the existing tools (Davidson, 
2001).   
The lack of a standard identifier to enable tracking of survivors across the different 
departments was noted in this study. Providers are therefore required to capture three names 
from each survivor- first, second and surname in addition to indicating the sex and age of 
survivor in the PRC forms and PRC register for ease of identification. However, the current study 
brought to the fore gaps in the hospital. Only half of the records captured the three names, and 
4 per cent of the entries bore similar names hence making it difficult to distinguish based on 
other missing entries such as age and type of sexual violence. In addition, 6 per cent did not 
indicate the age of the survivor, and 13 records did not indicate the date when the incident 
occurred. These data flows could compromise on the quality of services offered and follow up of 
cases to ensure justice is served. This is supported by a study conducted by Freeceero (2011) in 
Kenya which also found the lack of standardized tools, referral and follow up mechanisms.  In the 
present study, there were discrepancies in the data maintained for survivors of sexual violence at 
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each service delivery point. It appears there is currently no mechanism to determine survivors’ 
uptake of referrals within the health facility and outside the facility. 
Poor and uncoordinated referral pathways  
Out of the total of 983 hospital entries reviewed, a significant number of referrals were 
made to the laboratory (74%) and the least to the HIV clinic (2 %). Of those who took up 
counselling services, there was no documentation in place to show their uptake of the 
recommended follow-up sessions after the initial visit. It was also not possible to clearly establish 
uptake of referrals made to the police due to inconsistencies between the PRC, and P3 form, as 
well as the occurrence book register. However, a review of the counselling register revealed that 
over 80 per cent of survivors had been referred to the police, but it’s unclear as to whether they 
accessed these services. The absence of standardized referral guidelines was noted in this study 
during the interviews with providers, therefore highlighting some perspectives on the current 
state of inconsistencies in the uptake of referrals. This is similar to findings generated from a 
study conducted in South Africa which showed a strong association between proper 
documentation of the sexual violence case and positive police and judicial outcomes (Holton et 
al., 2018). Hence, the chain of custody of evidence and accurate data capture is critical in sexual 
violence management.  
6.3. Discussion and interpretation of the qualitative findings 
This study also explored current practices in the delivery of Post Rape Care (PRC) services and 
enhanced understanding of Kenya’s cross-sectoral coordination and referral mechanisms 
towards the delivery of functional PRC services in Kenya. To this end, data obtained from the 
qualitative interviews helped provide contextual realities as to what determines the reporting of 
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cases of sexual violence and gaps in the existing service delivery models. This section provides a 
discussion and interpretation of the above-mentioned key findings. It reflects on what the 
findings mean and how they compare to other existing evidence. 
The discussion is presented in line with the factors outlined in the Anderson model with a 
focus on social determinants to reporting, formal and informal sources of support utilized, and 
pathways of care to be navigated by survivors. 
Females and child survivors form the majority of the survivors  
In this current study, more females than males reported cases of violence to health facilities 
and police stations. However, the results were based on the chain of evidence and custody 
records and not a population-based survey. Hence this is likely to be an under-estimate of the 
true sexual violence prevalence. This is commonly the case everywhere else (WHO, 2013).  Both 
boys and girls are vulnerable to sexual violence, regardless of their socio-economic status. The 
results support data generated from a multi-country study that showed high levels of sexual 
violence against children. The study showed that approximately one in ten youth from Nigerian, 
Uganda and Zambia had experienced sexual violence (Nguyen et al., 2019). There is variance 
across countries of definitions of various forms of sexual violence, which poses challenges in the 
accurate comparison of results on the prevalence of rape, defilement, and other forms of sexual 
violence across different contexts. However, available research shows the importance of service 
statistics in building a case for resource allocation- both human, financial and infrastructural. This 
current study brings to fore the need for improved documentation of cases of sexual violence 
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reported across different sectors as a measure for enhancing multisectoral referral and 
coordination of actors.  
Different predisposing factors influence survivors’ choice of where to report   
In the current study, the fear of negative health outcomes, such as HIV/STI infection and 
unwanted pregnancies were considered key motivators to survivors and their families opting to 
report to health facilities.  In addition, some of the providers interviewed mentioned that some 
survivors choose to report to the police station anticipating legal action against the perpetrator.  
Further, the findings generated through this study show that reporting to the police is not always 
the survivor's decision to make, but rather a requirement placed on them by some health 
providers before they access health-related PRC services.  For example, in this study, it was 
reported that survivors or their caregivers first consulted with their families or friends on 
whether or not to report and where to report. This is congruent to existing evidence where the 
family has been identified as the first point of reporting for mediation before a case is reported 
to the police (McCleary-Sills et al., 2013). Similar evidence from a study conducted in Kenya 
shows that child survivors do not have decision making power on whether to report or not. This 
is informed by the subordinate position in the community, resulting in them deciding to first 
report the incident to their parents or teacher before the case is forwarded to either the police 
or hospital (Shipman, 2016).  
Available research also shows that reporting of cases of sexual violence would be expedited 
in cases where the perpetrator was well known to the survivor (Pattavina et al., 2016). This was, 
however, not found true in the context of this study as illustrated in my previous discussions on 
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the quantitative findings, whereby knowledge of perpetrators did not translate to speedy 
reporting of the incident. 
Reporting to external family networks may only happen when the matter cannot be resolved 
by the family or community elders or where the survivor’s choice is influenced by providers. In 
the current study, some providers were reported to compel survivors to report to the police 
before administering any treatment, as highlighted in Chapter five of the thesis. This practice is 
contrary to the National Guidelines on the management of sexual violence and the medical 
treatment regulations which provide access to treatment for all survivors (Ministry of Health, 
2016). In the case of children, it is their family that determines whether or not to report, where 
when to report. The other motivators for this behavior include the relationship between the 
survivor and assailant, knowledge on where to first report an incident and the distance to be 
covered during service utilization. However, previous studies show that factors which influence 
survivors’ manner of reporting include their knowledge on where to report,  stigma, fear of 
victimization, shame and costs involved in reporting to formal institutions-police and health 
facilities (Ullman and Peter‐Hagene, 2014). This resonates with findings of a study conducted in 
Kenya which revealed that families opt for community-based justice systems despite the 
existence of the SOA provisions (Shipman, 2016).  
In seeking to understand this, and in line with the Anderson Model of health utilization, the 
predisposing factors to defilement include not only the age of the child but also their sex.  The 
enabling factors, however, include the level of awareness in the community where the services 
are available, and the readiness of some caregivers to accompany their children to the facility.  
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These findings highlight the need for community members to be sensitized on the available 
services at each service delivery point and their right to access services without being compelled 
by any provider to report to the police. This will help promote timely reporting of sexual violence 
cases for prophylactic treatment and evidence collection.  
Social determinants and influencers of reporting of cases 
The current study found the pressure to preserve family honor as one of the reasons why 
cases of sexual violence are at times reported to the informal systems at the community level, 
which more often than not propagates local arbitration of such cases. Health providers 
interviewed in this study reported that shame and stigma associated with sexual violence 
contribute to non-reporting of cases more so to the formal justice sources of support.  The 
findings corroborate the Ajzen (1991) theory of planned behavior which stipulates that one’s 
perception of something--be it as something shameful or one that should not be hidden--
influences their decisions based on prevailing norms and their intentions (Ajzen, 1991). In this 
study, the prevailing cultural practices were mentioned by respondents’ as key inhibitors to 
reporting cases of sexual violence to the police.  For example, they stated that in cases where 
the abuse is perpetrated by a family member, the first point of reporting is often to the clan 
elders. Secondly, in the context of this study, some survivors were cited not to report due to the 
shame and stigma associated with sexual violence. This, in turn, was found to contribute to the 
delayed reporting to health facilities within the 72 hours, and/or taking up referrals made by 
providers for the cases to be reported to the police.  
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The lack of trust in the police due to the allegations of corruption within the police force was 
also mentioned by both health providers, and in charges of shelter as one reason why people 
don’t report cases of sexual violence. The police interviewed in this study highlighted the 
importance for the community to be sensitized on the available services and the need for timely 
reporting of cases. This mirrors findings from a study conducted in Mombasa Kenya which 
associated corruption with either delayed justice or total injustice (Kostelny et al., 2013). 
The current study also established that reporting of cases of sexual violence is hampered, 
especially where the perpetrator is either related to the survivor or is a respectable member of 
the society. Evidence demonstrates that social norms play a key role in determining an 
individual's response to an issue (Savolainen, 2016). The normalization of the use of violence, 
including forceful sexual encounters in relationships and families has been documented to 
contribute to underreporting of these cases (Odwe et al., 2018). In Africa, heavy premiums have 
been placed on the importance of not shaming the family by not openly sharing some of the 
negative occurrences, such as rape and incest with outsiders. These findings are similar to those 
generated from other studies in LMICs that show that most cases of sexual violence perpetrated 
by heads of households or male providers are rarely reported for fear of the family not having 
someone to provide for them upon incarceration of the perpetrator (Wachter et al., 2018, 
Weiss, 2010, Weitzman et al., 2017). One case study in Nigeria revealed how delayed reporting 
of a case perpetrated on a 17-year-old resulted in a pregnancy and termination of the same due 
to cultural taboos around children born out of incest (Oseni et al., 2016). 
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Finally, in this study, it was reported that delayed reporting to the police is often not 
necessarily due to the police officer’s incompetence’s to handle such cases, but because some of 
the police do not subscribe social norms and cultural beliefs. In the two study sites, it was 
reported that cases of family-related violence are meant to be handled privately through 
informal sources. In addition, the police reported that at times people do not report to them 
cases where the assailant is known for fear of being jailed. The police are considered not 
respectful of the existing cultural practices, more so in instances where the case involves 
relatives. Cultural beliefs in some communities in Kenya consider it a taboo to discuss matters 
revolving sex with strangers, more so with those who do not belong to the community in 
question.  
Enabling factors to client access and utilisation of services   
The survivor health-seeking was in line with the health utilization model espoused in Chapter 
two of this thesis. The survivor's movement path is greatly influenced by whether they opt to 
disclose the violation to the triage health provider at the outpatient department or not. In this 
study, it was reported that most survivors opt to report to a health facility. However, the 
department they are referred to was dependent on the complaint they presented at the triaging 
and time of presentation. These findings are similar to results of a qualitative research study 
conducted in Kenya which presented difficulties experienced by survivors in disclosing sexual 
violence to providers for fear of either not being believed or being castigated for the abuse by 
providers (Munala et al., 2018). For instance, cases of rape and defilement reported within 72 
hours are fast-tracked to the counselling and laboratory departments for HIV testing and 
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counselling so as to determine one’s eligibility for PEP. Cases of indecent assault are referred for 
counselling only as such survivors are not eligible for prophylaxis. In contexts where the survivor 
disclosed to being HIV positive, they were upon being attended to at the OPD referred to the 
CCC for enrolment into HIV care.  
Formal and informal source of support 
In the current study, providers reported to the multiple pathways they had to follow in their 
pursuit of medical, legal and psychosocial support. This was also supported by the findings 
presented in Chapter Four of this thesis. The three most common pathways included (a) from 
household to community leaders; (b) from the community to police, and (c) from the community 
to the hospital. It was however noted by survivors and their caregivers that majority of cases are 
reported to the hospital due to the level of awareness created on available medico-legal services 
and/ or fear of negative outcomes associated with sexual violence. This is contrary to findings 
generated from a study conducted in Malawi that revealed police stations as the first point of 
reporting due to the positive and compassionate approach through which police officers attend 
to cases reported to them by community members (Chepuka, 2013). 
However, within the health facility, it was noted that the referral pathways were not clearly 
defined as discussed in Chapter Two. The pathways of care, as presented in Chapter Two, were 
dependent on the date and time when a case was presented. It is noted in the review of the 
model of service delivery in place in the two hospitals sampled for this study that the daytime 
referral pathways differed from those employed at night when certain services such as 
counselling are not available. Survivors in this study reported they had to make more than one 
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trip in between the hospital and police stations before being issued with duly filled in P3 and PRC 
forms. These findings were backed up by the quantitative data review undertaken in this study, 
where over seven service delivery points in the facility were found to offer components of the 
PRC services.  In this study, survivors reported having incurred delays in shuttling between the 
different offices. In addition, this study also pointed out that not all services are available 24 
hours, seven days a week, hence missed opportunities for care, especially counselling and 
laboratory services which are only offered within stipulated timeframes in most hospitals. This 
practice is traumatizing. Similar results were found in another study that I undertook which 
demonstrated that the complex web of referrals as a contributor to the lack of uptake of 
referrals given at each SDP (Ajema et al., 2015). In that study, survivors reported to not only 
being attended to by different providers but being forced to narrate their complaint at each visit, 
in addition to not being given the P3 form within the day of reporting. This study highlights the 
need for facilities to develop a PRC service delivery model reduces survivor movements from one 
SDP to another and time spent queuing at each service area. The current service delivery model 
increases exposure to secondary trauma by survivors and their caregivers. This is due to the 
current practice in Kenya where different providers are involved in the provision of care, and it is 
not guaranteed that a survivor will be attended to by one provider. The end result is that they 
have to repeat their story every time they access care. 
This current study revealed that not all survivors reported to the hospital. Existing evidence 
shows that only 7 per cent of cases seek support from formal support systems (Palermo et al., 
2013). Some of these barriers as identified in the current study include lack of trust in some 
providers due to the existing culture of impunity, vast distances to be covered in search of care, 
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the protracted amount of time spent moving from one department to the other to receive care, 
and lack of clarity of the referral pathways to be followed and costs involved.  
Findings from this study show instances where survivors and their families place more 
emphasis on seeking informal sources of support. These include their immediate relatives or 
village elders. This is documented in a Malawian study which showed that formal sources were 
only considered an option in instances where local mediation of cases failed (Chepuka, 2013). A 
study conducted in Kenya highlighted the clash between the formal legal and community level 
alternate forms of justice for survivors. The Kenyan study revealed that contrary to provisions of 
the Sexual Offences Act No 3 of 2006, with regards to punishment to be meted to perpetrators 
upon conviction, the village elders hold so much power including the power to arbitrate cases of 
sexual violence and prescribe the compensations to be given to the survivor by the perpetrator 
(Shipman, 2016). The literature reviewed in this study collaborates that indeed in most 
communities, there is more reliance on informal rather than formal sources for help. This implies 
women would only seek help from formal sources of help when abuse is perceived as severe, 
and there is no help forthcoming from the informal sources (Abeya, 2012). 
Based on the findings, there is a need for these barriers to be addressed through 
approaches which enhance collaboration mechanisms between the formal and informal 
response mechanisms (Freccero et al., 2011).  Some of these opportunities in Kenya include 
capacity building initiatives that bring together providers from different sectors; development of 
common indicators to be measured across different sectors, and sensitizing community leaders 
on the existing legal frameworks that deter local arbitration of cases of sexual violence. The role 
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of the informal justice system in enhancing reporting of cases of sexual violence to both the 
hospital and the police in Kenya should be explored further. 
In this study, it was established that follow up mechanisms of survivors within the community 
and upon referral to other services are not well defined or structured. Health providers cited a 
lack of standard tracking tools. As a result, the onus of following through with the different 
appointments given rests with the survivor.  
In a study conducted by Muthoni (2019), individual help-seeking behavior was influenced by 
their perception of how affordable, and convenient a service was. The results corroborate with 
those generated in this study, where the author assumes that distance to various points of care 
from the community, the layout of services at the health facilities, and time that is taken to 
navigate through the referral web are barriers to service uptake by survivors of sexual violence. 
However, the failure by service providers to document services offered, referrals made, and 
follow-ups done for survivors were due to lack of standardized referral tools. The condition 
makes it challenging to clearly determine the contributory factors to low uptake of trauma 
counselling and mismatch between the cases handled at different service delivery points. 
6.4. A personal reflection on the findings 
I, in this section, share my own reflections as informed by the findings presented in Chapters 
Four and Five.  
Types of sexual violence reported: The results presented in this study as obtained through 
service statistics show that sexual violence affects both males and females. Given the hidden 
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nature of sexual violence and stigma associated with it, most countries derive data on the 
magnitude of sexual violence from data that is captured from survivors who choose to report to 
formal sources. In Kenya, most data on sexual violence is generated through the hospital and 
police data. Hence the reason why this study opted to rely on these data source to determine 
the prevalent forms of sexual violence reported. This study did not, however, set out to explore 
the prevalence of sexual violence in the study sites. It focused on the numbers reporting for care 
in line with the study objectives and the theoretical model applied in this study on seeking to 
obtain information on the utilization of services by survivors. 
Weak implementation of policies: The literature review undertaken as part of this study 
indicated the existence of several policy frameworks and legal statutes towards response to 
sexual violence exist in Kenya (Ministry of Health, 2012; Ministry of Health, 2016; MoH, 2014; 
TFSOA, 2013).  In my own reflection, these policies have, however, either not been widely 
disseminated to all services providers, or measures have not been put in place to assess the 
quality of service provision against these policy frameworks. The findings of this study resonate 
with those from a study previously conducted in Kenya which linked non-reporting of cases of 
sexual violence to the police with heightened levels of corruption by the officers, compromised 
investigative procedures and instances where fear of reprisal from perpetrators was a hindrance 
(Ofwona, 2015). From the existing literature, lack of training of health providers has been cited 
as a contributory factor as to why services were not offered or documented as per the set 
guidelines. In the context of my work in this field and constantly engaging with health providers, 
it has emerged that some them evade handling cases of sexual violence for fear of being 
required to present in court yet they are not compensated financially by either the hospital or 
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courts. Lack of adequate provider training was also found by another study in Kenya (Munala et 
al., 2018). 
The study findings show the need for coordinated multi-sectoral referral mechanisms for 
survivors. The Kenya multisectoral SOPs on the prevention and response to sexual violence 
provides for the referral pathways to be applied by each sector (TFSOA, 2013). A coordinated 
sexual violence response call for the setting up of multisectoral working groups and Court User 
Committees (CUCs) as platforms to enhance adaption of national sexual violence policies to 
County contexts, informing financial allocation towards GBV response and enhancing 
mechanisms for data sharing among the different players.  
Need for efficiency in service delivery: In this study, the organization of services and time 
taken to access services is an element of concern. There is a need for models of care that 
facilitate survivor ease of movement within health facilities and reduce the waiting time before 
accessing services. Evidence shows the gendered nature of health-seeking and that women and 
girls form the majority of consumers of health services. In the context of sexual violence, existing 
evidence confirms that the majority of survivors are women and girls (Juvrud and Rennels, 2017, 
Heise et al., 2019). Looking at the gender domain of decision making and time use; it becomes 
imperative for services to be modelled against this. Failure to which women and girl’s decision 
making on taking up health services will be affected in such a way that they would opt not to 
report to health facilities to avoid ‘wasting’ time at the expense of fulfilling their duties.  
6.5. Contribution to the body of knowledge 
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Societal norms influence service utilization. The Andersen model, therefore, provides a 
mechanism that allows program implementers addressing sexual violence to clearly identify how 
societal norms influence an individual’s utilization of services. The influence of community 
structures in addressing GBV cannot be ignored. This is as presented in the qualitative findings of 
this study, which upon triangulation with the quantitative data, provide insights into reasons why 
some survivors did not report for services within the stipulated time frame. These findings are 
compared to a study conducted in Ethiopia on the uptake of the required minimum of four ANC 
sessions, in which only 15 % of women attended four or more sessions (Tesfaye et al., 2018). 
Predisposing factors such as wealth index, marital status and partner’s attitude were linked with 
this health utilization behavior. The findings generated through this study by Gatuguta (2018) 
also indicate that community norms influence service use and should be clearly addressed in 
order to strengthen the appropriate reporting of cases.   
The Anderson framework presented in chapter three and briefly discussed in this section 
shows how this model has helped to expound on the determinants for utilization of services by 
survivors of sexual violence.  This is the first study in Kenya that does a comparative analysis of 
sexual violence cases handled across sectors, by not only analyzing the service record statistics 
but also interviewing survivors so that their voices and experiences in the utilization of the PRC 
services are documented. The findings of this study clearly demonstrate that the utilization of 
services does not solely depend on the survivors’ choice, but rather on the prevailing social 
norms, and cultural practices that may hinder reporting to formal sources of support. In addition, 
while evidence exists to demonstrate the high reported cases of sexual violence among children, 
this study through the use of Anderson model calls for further research in the area of children 
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and their guardians to better understand child-specific predisposing factors to reporting. 
Evidence already exists in Kenya as regards the responsiveness of the existing health services to 
child survivors. However, gaps still exist on the needs of children across the different service 
delivery points to help inform their ability to contribute to decision making on their health-
seeking behavior. This study provides a basis by which different stakeholders can develop an 
agenda on key areas that impede an effective GBV response. 
From a policy perspective, this study helps show that the existence of policy frameworks on 
sexual violence in Kenya does not necessarily translate to a strengthened sexual violence 
response. The study also reveals the need for indicators to measure effective referral and linkage 
across sectors. Sexual violence programmatic interventions and government departments ought 
to put in place mechanisms to oversee the quality of data capture and its utilization. This calls a 
deliberate and critical reflection being made to the provider's experiences in service provision 
and documentation of evidence, and survivor experiences with care-seeking. Improved 
multisectoral handling of sexual violence required the roll-out of Quality Improvement (QI) 
mechanisms for post rape care services.  
The study findings resonate with previous research that highlighted the need for 
multisectoral engagement in GBV response (Kilonzo et al., 2009; 2013). 
6.6. Study limitations  
The mixed methodological approach has value in one set of data being able to complement 
the other and add additional insights. However, the research showed that it was not possible to 
follow individual survivors prospectively, through the different pathways of care from the health 
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to the court system, examining their experience of care along the way. It would not have been 
feasible to use a prospective approach because the length of time it takes that varies in the care 
and referral of survivors from one sector to another. Further research following a small number 
of individual cases of sexual violence across the different sectors would be of value for an 
additional understanding of the survivor movement along the continuum of care.  
By recruiting only survivors (and caregivers of those aged below 18 years) accessing health-
related PRC services during the study period, experiences of those who had also navigated their 
way through the police and court were excluded from this study. While including survivors who 
had experiences across the different sectors would have added to the body of knowledge on the 
referral pathways, it would have burdened the research in terms of time and financial resources 
which were not available at the onset of the study. None of the survivors recruited into the 
health facility had reported to the police. It was noted that identification and recruitment of 
survivors at the police station would have posed an ethical dilemma given the nature of service 
layout at the police reporting desk which is accessible to the public in addition to being manned 
by police officers not trained on GBV. 
As the nature of qualitative research is to interview purposively selected key individuals, 
small samples are common in order to provide in-depth insights and findings that are not 
intended to be generalizable to personnel in all health facilities, police stations and courts in 
Kenya. There is a need for further research on the coordination mechanisms and practices 
governing the reporting of cases of sexual violence in more urban and rural communities in 
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Kenya. This study did not exhaustively look at the existing community reporting mechanisms, 
which would differ from community to community because of time and budget constraints.  
This study relied on data captured through the designated forms in use at the health facility 
and police station. This review did not account for any other mechanisms used at the 
institutional level to ascertain uptake of the referrals by survivors of sexual violence. This could 
either be in the form of handwritten notes to specific referral points or through direct phone 
calls in case of referrals.  This practice thus limits the study’s ability to draw conclusions on 




Chapter 7 : CONCLUSION AND RECOMMENDATIONS 
The findings obtained through this study show the different pathways taken by survivors 
in reporting sexual violence and seeking care, the approaches used by providers across different 
sectors to care for and refer survivors, and information on the quality of data captured.  They, 
therefore, show the flow of survivors from one department and/or sector to another. It reviews 
actual care and referral practices against the provisions within the Kenyan National Guidelines on 
the management of sexual violence. The study also highlights strengths and gaps in coordination 
and linkage across the different sectors. It provides insights from a comprehensive group of care 
stakeholders and survivors on sexual violence experiences and the workings of the system of 
care and referral.  
However, in the context of countries like Kenya where health facilities do not have a 
budgetary provision for such follow up measures,  I recommend for advocacy engagements to be 
undertaken with the hospital management to institutionalize sexual violence follow up 
mechanisms through provider training on effective referrals and linkages, budgetary allocation 
for home visits by community-owned resource persons and phone follow-up by health providers. 
This, however, is an area that warrants further research to help inform the implementation of a 
client-centered follow-up mechanism. 
The results of this study call for the involvement of community structures and leaders in 
the development of multisectoral referral and coordination mechanisms for survivors.  There is a 
need for further research to establish the key considerations to be integrated into a community 
sexual violence reporting mechanisms that are in the best interest of the survivor in addition to 
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enhanced timely identification, referral and follow up of survivors across various levels of 
opportunity.  
Data management is key to the determination of the quality of care offered to survivors. 
While the Kenya health information system has specific health focussed indicators, there lacks a 
holistic gender-based violence information system in Kenya to facilitate collation of data on key 
indicators as obtained from different sectors. Data are needed not only to describe the problem 
at hand but also help in service access and utilization over time. This study, therefore, 
recommends measures to be put in place towards the development of multi-sectoral  Gender-
Based Violence Management Information System (GBVIMS).  
Therefore, the health system needs to include violence indicators in the Health 
Management Information System (HMIS) and in other Ministries. These indicators need to be 
common across disciplines (health care, criminal justice, social services, development partners, 
etc.). There is also a need for policies and practices that protect against the misuse of data and 
ensure privacy. 
Overall, the study calls for strengthening multi-sectoral data capture and referral system 
to help track survivors attended to, in an effort to build a case towards the requisite investments 
for GBV response. 
7.1. Future research questions 
This study recommends further research on the following: 
• The extent to which adaption of an electronic GBV integrated management 
systems across sectors may enhance referrals of survivors.  The Gender-Based 
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Violence Information and Management System (GBVIMS) has mostly been tested 
in emergency settings due to multiple actors involved in response to GBV within 
these settings. However, no study can be undertaken on this in Kenya in non-
emergency settings. In addition, further investigation of the applicability of this 
model in non-conflict settings is required. 
• What mechanism is required to facilitate linkage, follow up and referral of cases 
between the formal and informal support system without propagating local 
arbitration of cases, or compromising a survivor’s identity? In addition to 
determining the feasibility of these mechanisms in more rural, urban and peri-
urban settings. 
• What would be the best multisectoral sexual violence response model for child 









Appendix 1:  A description of sexual offences in Kenya 
Sexual Offence Description of the offence  
Rape Under section 3 of the Act, a person commits rape if: 
a) S/he intentionally & unlawfully commits an act which causes penetration with his/her genital organs; 
b) The other person does not consent to the penetration; or 
c) The consent is obtained by force or by means of threats or intimidation of any kind. 
Sexual Assault Under section 5 of the Act, sexual assault occurs when a person unlawfully penetrates the genital organs of another 
with: 
a) Any part of the body of that or another person; or 
b) An object manipulated by that or another person; except where such penetration is carried out for proper & 
professional hygienic or medical purposes.  
Indecent act (Ranney 
et al., 2011b) 
An indecent act is that which causes: 
a) Any contact between the genital organs of a person, his/her breasts & buttocks with that of another person;  
b) Exposure to or display of any pornographic material to any person against his/her will but does not include an act 
which causes penetration. 
Under s.6 of the Act, any person who intentionally & unlawfully compels, induces or causes another person to 
engage in an indecent act is guilty of an offence. 
Indecent act (2) It is an offence for a person to intentionally commit rape or an indecent act with another within view of: 
 family member/s, 
 a child, or  
 a person with mental disabilities 
Defilement Defilement is covered under s.7 of the Act. 
This offence is committed when a person commits an act which causes penetration with a child. 
Note: It is a defense to a charge of defilement if: 
a) It is proved that such child, deceived the accused person into believing that s/he was over 18 at the time the 
alleged offence was committed; and 
b) The accused reasonably believed that the child was over 18. 
Child sexual offenders – where a child is charged with an offence under the Act they are sentenced as per the provisions 
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of the Children’s Act. 
Indecent act with a 
child 
Under s.11 of the Act, any person who commits an indecent act with a child is guilty of an offence & liable to 
imprisonment for a minimum of 10 years. 
Note: It is a defense to a charge of defilement if: 
a) It is proved that such child, deceived the accused person into believing that s/he was over 18 at the time the 
alleged offence was committed; and 
b) The accused reasonably believed that the child was over 18. 
Promotion of sexual 
offences with a child 
Under s.12 of the Act, a person including a legal entity (e.g. company) who: 
a) Manufactures or distributes any article that promotes/is intended to promote a sexual offence with a child; or 
b) Who supplies or displays to a child any article which is intended to be used in the performance of a sexual act with 
the intention of encouraging or enabling that child to perform such sexual act is guilty of an offence. 
Child prostitution Under s.15 of the Act: the offence is committed by any person who: 
a) Knowingly permits any child to remain in any premises, for purposes of causing such child to be sexually abused; 
b) Acts as a procurer of a child for the purposes of sex; 
c) Induces a person to be a client of a child for sex or indecent exhibition; 
d) Takes advantage of his influence over, or relationship to a child, to procure the child for sex or indecent 
exhibition; 
e) Threatens or uses violence towards the child to procure the child for sex or indecent exhibition; 
f) Intentionally/knowingly owns, leases, rents, manages, occupies or has control of property used for purpose of 
commission of sexual offences with a child by any person; 
g) Gives monetary consideration, goods, other benefits or any other form of inducement to a child/his parents with 
intent to procure the child for sex or indecent exhibition; 
Trafficking for sexual 
exploitation 
Under s.18 any person who intentionally or knowingly arranges or facilitates travel within or across the borders of Kenya 
by another & either: 
a) Intends to do anything to or in respect of the person during or after the journey which will constitute a sexual 
offence under this Act; or 
b) Believes that another person is likely to do something to or in respect of another person that will constitute such 
sexual offence, 
Incest The SOA recognizes that it can be committed by either men or women. It’s an indecent act/an act that causes 




Upon conviction, the accused is divested of all authority over the victim under s.114 orders (Children’s Act) 
Sexual harassment  Is committed by any person, who:  
 Being in a position of authority, or holding a public office; 
 Persistently makes any sexual advances which s/he knows or has reasonable grounds to know, are unwelcome. 
Note: It’s necessary to prove: 
a) The submission or rejection by the person to whom advances/requests are made is intended to be used as a basis 
of employment/promotion or to receive a public service. 
b) Such advances/requests have the effect of interfering with the alleged victim’s work or educational performance 
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Appendix 6: Data collection tools 
In-Depth Interview Guide:  health care workers, service providers from other sectors, and 
survivors (guardians).   
Tool 1: Interview guide for survivors (guardians): 
1. What is the first point of reporting after the violation and the reasons for presenting
there first? Any other points reported to?
2. How did they know where to go for help after the sexual violation (probe re: for issue
reporting to police, health facility, children’s department etc.); if they didn’t go anywhere
else, reasons for this.
3. What services did you receive at each of the places mentioned above? (Probe: Was this
what they anticipated they would receive in terms of services?)
4. Were you referred to another sector for additional services? (Probe: What types of
referrals were made, for what purposes and who initiated these referrals – the providers
or survivors?).
5. How was the referral done? (Probe: procedures or directions given to survivor).
6. Kindly describe your experiences in accessing services provided by the different sectors
(Probe based on the sectors they visited for care or support; challenges faced in moving
across different sectors).
7. Did you uptake the referrals? (If not, Reasons why they did not access these services).
8. Do you have any challenges and needs that were not attended to?
9. In your opinion, what can be done to improve how the different sectors provide PRC
services?
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Tool 2: Interview guide for health care workers: 
1. How many survivors of sexual violence received post rape care services over the last six
months?
2. What services do you provide to survivors of sexual violence in this facility (institution)?
3. Who are most of the clients you see? (Probe: for age, social demographics.)
4. What are some of the reasons why survivors choose to report their complaints to the
health facility first? (Probe: Type of services they received?)
5. Are there instances where survivors are referred elsewhere for further care? (Probe:
What type of referrals are made, for what and who in this facility initiates these referrals
– the providers or survivors?
6. Please describe the method(s) and the processes that are used to refer the clients.
(Probe use of any of the following? Verbal (tell them where to go); Issue standard referral
form; Blank paper used to write referral information; Telephone referral; Escort client).
7. If standard client referral forms are mentioned in question number six, (Probe: who
provides these forms? How is the supply of Client Referral Forms monitored? How does
the provider at the receiving organization know that a patient has been referred to
them? How does your organization/institution know that a client completed the referral?
8. Is there a system to follow up with a client upon a referral? (IF SO, please explain how).
9. Referral tracking mechanisms in place within and outside the health facility (Probe: Is
there a formal agreement between referring and receiving institutions? IF SO, please
describe agreement in terms of services covered. Request for a copy of the agreement)
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10. Are there any existing partnerships between healthcare providers and the other sectors
involved in the provision of PRC services if yes, please describe (Probe: the education
sector, the legal sector, and/or law enforcement?
11. Are there any existing referral networks between different providers? How do they
function and who is responsible for this coordination? (probe: Procedures used in
referring survivors for other medico-legal services; Procedures in place for linkage with
other sectors (referral points).
12. Probe: issues and challenges in dealing with survivors of rape: in terms of the issues they
present with; the referral procedures; the collaboration between sectors and any other
issues.
13. How would you describe efforts to coordinate sexual violence-related services in this
district?
14. Any suggestions for improvements in strengthening coordination amongst the different
sectors?
Key informant guide for the other sectors and policymakers: 
1. Would you please describe your current role and responsibilities with regards to survivors
of sexual violence?
2. Do you get cases of sexual violence coming straight to you as the first point of reporting?
(Explore their ideas on who tends to come straight to them; who do they tend to have
referred to them?)
3. Do you receive any referrals of sexual violence cases from health facility – from whom
and how? (Probe: Does the current referral system work?)
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4. Kindly describe the mechanisms in place that facilitate cross-sectoral referral
mechanisms in place (Probe: Documentation and referral procedures in place).
5. Is there a network or consortium in which coordination of post rape care service delivery
in this region facilitated or discussed?
a. IF SO, please describe. (Probe: which organizations participate in these meetings?
How often do they meet? Who chairs this network?
b. IF Not, what can be done to address this?
6. What are the existing linkages with other sectors in the region for cross-referral purposes
(Probe: their experiences as regards the functioning of these linkages or the lack
thereof)?
7. Gaps and challenges in dealing with survivors of sexual violence and in the current
referral system, the extent and quality of collaboration and linkages
8. In addition to the formal support structures for survivors of sexual violence, are there
people or places that also provide support to people who have experienced sexual
violence (Probe: places or people who offer informal support).
9. How can coordination and linkages between the formal and informal support systems in
this region be achieved (Probe: What ought to be put in place to facilitate ease of access
of services across the different sectors by survivors).




Record inventory Tool 
The following information was obtained from the institutional records (where available). 
Client Referral Form  • Client characteristics: Sex and age (characteristics will vary 
by how data are to be disaggregated)  
• Name of referring organization  
• Date of referral initiation  
• Type of service referred to (the reason for referral)  
• Name of receiving facility  
• Date client is seen at receiving service  
• Description of services rendered at receiving facility  
• Date seen at referring service for counter-referral  
Referring and receiving service 
registers  
• Client ID  
• Client characteristics: Sex and age (characteristics will vary 
by how data intend to be disaggregated)  
• Date of referral initiation  
• Type of service referred to (the reason for referral)  
• Date client receives the service  
• Description of services rendered at receiving facility  
• Date client seen back at initiating facility for counter-
referral (counter-referral received)  
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Receiving service: • Client ID
• Client characteristics: Sex and age (characteristics will vary
by how data are to be disaggregated)
• Date of referral initiation
• Type of service referred to (the reason for referral)
• Date client seen at receiving service
• Description of services rendered at receiving facility
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